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Now that the vagus effect or the action produced 
by stimulation of the vagus is traced to the liberation 
of acetyl choline at its terminals, the action of acetyl 
choline is being increasingly studied to know if the 
two are identical and if acetyl choline has a central 
effect as well. Otto Loewi (1921) showed that when 
the vagus is stimulated in a frog, it liberated a 
chemical substance which can be collected and made 
to produce an identical vagus effect on another heart 
or on the stomach. Acetyl choline has since been 
identified in various organs of the mammalian 
system; Dale and Dudley (i929) having collected a 
large amount from the spleen of freshly killed 
mammals and Chang and Gaddum (1933) from 
human placenta. It was then only left to identify 
the vagal eubstance with the acetyl choline recovered 
from some of the mammalian organs. Dale and 
Gaddum (1930) conclusively removed all discrepen- 
cies and brought in fresh evidence supporting the 
view that the vasodilator effect of parasympathetic 
nerves and of sensory fibres antidromically stimulat- 
ed, are due to peripheral liberation of acetyl choline. 


Dale (1929) pointed out that the vasodilator effect is 
not limited to the blood vessels supplied by the 
parasympathetic fibres but involved also the vessels 
of the limb which are not definitely known to have 
a parasympathetic supply. That the vasodilator 
effect of acetyl choline is not obtained in all the 
vessels, thereby discountenancing the assumption 
that acetyl choline dilates the vessels by depressing 
the involuntary muscles of the vessel wall was shown 
by the observation of Euler (1932) that acetyl 
choline produced vasoconstrictor action in the pul- 
monary artery of the rabbit. The present investiga- 
tion has been undertaken to elucidate the mode of 
each of the actions of acetyl choline on the 
circulatory system in mammals particularly the 
vasodilator effect, 


TECHNIQUE AND MeTHOops 


The animal we experimented with was cat 
weighing about 2:5 Kilo under urethane anaesthesia. 
The Acetyl Choline used was manufactured by 
Schering Kahlbaum A.G., Berlin, which is a chloride 
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Graru I (a) and (b)—The effect of stimulation of the vagus in tact and after sectioning. The heart effect is absent 
in the second. (c) and (d)—The effect of 3 mgm. of acetyl choline before and after pithing. 


(a) (b) 


Spleen Vol. Spleen Vol. 


B. P. 
t Central end of Vagus stimulated after 
Vagus stimulated by faradic current double vagotomy, Cat 2.7 kilo. Urethane 
Cat 2.8 kilo. 
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T=6 sec. 
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B. P. 
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Acetyl choline 3 mg. 
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of acetyl choline, preserved in air tight capsules. 
They are white and crystalline, easily deteriorating 
on exposure. Two per cent strength solutions in 
saline were used for injections and the dosage was 
constant i.e., 0:003 gram or 3 mgm. introduced into 
the right saphenous vein. Points of some importance 
to be observed here are (1) The type of animal 
experimented with; (2) the nature of the anaesthesia; 
and (3) more important than either, the dosage of 
acetyl choline used for the investigation and the 
nature of the preparation of the compound. 


Graph |.c. represents the typical action of acetyl 
choline on a cat weighing 2:7 Kilo under urethane 
anaesthesia in 3 mgm. doses. There was a pro- 
found and instantaneous fall of blood pressure—the 
heart coming to a standstill for 5 to 8 seconds and 
then fairly quickly regaining the normal rate. As 
the heart rate returned to normal the blood pressure 
also tended to return, but never to the original level. 
There was a distinct difference of about 10 to 15 mm. 
when the original was from 60 to 80 mm. of Hg. 
When the blood pressure remained steady at this 
new height, the vagal effect on the heart had 
apparently completely disappeared. The difference 
in level after acetyl choline of course depends to a 
large extent on the dosage—fractions of milligram 
not showing any difference. This perhaps accounts 
for the lack of due recognition of this important 
phase of the blood pressure after the initial vagal- 
inhibitory effect had passed. 


This effect on the blood pressure which remains 
at a steady lower level demanded elucidation as the 
rationale of the use of acetyl choline in hypertension 
depends on this. Aside this, Ellis and Weiss (1931) 
have shown that in man as against anaesthetised ani- 
mals, the cardioinhibitory effect is comparatively 
weak and even negligible. Acetyl choline when inject- 
ed intravenously has been observed to dilate the 
cutaneous and vessels of the skeletal muscles. The 
identical effect has also been observed by inducing 
axon reflex or antidromic stimulation of some sensory 
and posterior roots. As mentioned already Dale 
(1929) had observed a general dilatation of small 
arteries not only in the areas receiving vasodilator 
fibres from the parasympathetic nerves, but in organs 
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such as the limbs without them (at least doubted). 
In the intact animal perhaps evidence of vasodilata- 
tion in the limbs and other regions are masked by 
the reduced cardiac output during cardiac slowing. 
Mc Michael (1933) had not observed any evidence 
of vasodilatation in the splanchnic area (he was 
estimating the blood flow through the liver primarily) 
and if it existed at all, must be less marked than that 
which was noticed in the extremities. The problem 
is to know if the sustained fall as against the initial 
spectacular fall, when a fairly large dose is adminis- 
tered, is due to vasodilatation and if so whether it 
was due to direct action of acetyl choline on the 
involuntary muscles of the vessels so reacting, or is 
there any other mechanism involved. For one thing 
acetyl choline has been noticed to be so unstable 
(unless synergised by eserine) that the prolonged 
vasodilator action on the vessels is not likely. The 
clue for the prolonged and sustained effect on the 
blood pressure was offered by Dale (1929) who 
observed that “‘Vasomotor effects whether produced 
by nervous impulses or by hormone are centrally 
originated and widely distributed and are concerned 
with the upholding and mass variation of vascular 
tone. Vasodilator effects are largely though not 
easily local reaction, chemically originated and con- 
cerned with the finer adjustments of blood supply 
to local requirements’’. With this data the vasodi- 
latation was further examined. j 


Generalised vasodilatation could be brought 
about by paralysing the vasomotor system centrally 
or peripherally. Depressing the vasomotor centre 
by overventilation is a simple instance of generalised 
vasodilation; the reverse is obtained by asphyxial 
stimulation of the vasomotor centre. Acetyl choline 
by its vagal action on the bronchioles narrows the 
passage, thereby reducing the ventilation and raising 
the carbon dioxide tension. Increased CO, tension 
in an intact animal should rather raise the systemic 
blood pressure when one in reality observes a pro- 
longed fall. Obviously then the fall is not due to 
any respiratory manipulations. 


Graph i.d. represents the effect of 3 mgm of 
acetyl choline on a pithed animal. The initial fall 
of blood pressure is there but the original level is 
easily restored. 


The destruction of the vital centres perhaps 
accounts for this difference. 
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4 ASSOCIATION NOTES 
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Grapu II (a)—The ‘adrenergic’ action of acetyl choline after atropine is reversed by ergotoxine. (b)—Note the 
rise in the intestinal volume after the initial fall. 
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Graru_ II],—The ‘adrenergic’ action of acetyl choline after atropine is compared with adrenaline and nicotine 
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The volumes of the splanchnic organs—spleen 
and intestines— were measured in an oncometer to 
see if any change was effected by acetyl choline. 


Graph Il.b. represents the volume of the 
intestines, where after the initial fall in the volume 
obviously due to reduced cardiac output, there was 
a rise, and this rise corresponded to the blood 
pressure which remained steady at a lower level. Is 
it then possible that there is vasodilation of some 
of the splanchnic organs? The measurement of the 
volume of the spleen failed to show any increase, 
as the initial fall due to diminished cardiac output 
was prolonged and more often there was invariably 
an evidence of vasoconstriction of the spleen. The 
role of the centres was further examined. On 
stimulation of the vagus by a faradic current in the 
neck as seen in Graph I.a. there was a profound fall 
in the blood pressure due to cardiac inhibition but 
with a distinct rise in the spleen volume. To elimi- 
nate the peripheral effect of the stimulation of the 
vagus, double vagotomy was performed and after 
some time the central end of one vagus was stimu- 
lated. 


Graph I[.b. shows the effect on the spleen and 
the systemic blood pressure. The cardioinhibitory 
effect is absent. 


The effect of atropine on the action of acetyl 
choline was then studied. Loewi and Navoratil 
(1924) showed that atropine paralysed the effect not 
by preventing the liberation of the substance but 
by preventing its action when liberated. After 
repeated injection of atropine to a cat under similar 
conditions as the previous experiments, when 3 mgm. 
of acetyl choline was administered, a reverse effect 
on the blood pressure was noticed. The vagal in- 
hibitory effect on the heart as also the vasodilator 
effect had disappeared but a vasopressor effect newly 
appeared (Graph III.) This effect was compared 
with that of adrenaline and nicotine. 


Graph Ill. reveals a close parallelism between 
acetyl choline, adrenalin and nicotine in an 
animal that had been previously atropinised. That 
this effect was through the sympathetic mechanism 
was further proved by reversing the effects by 
ergotoxine. 


Graph II.a. shows the action of adrenalin, acetyl 
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choline and nicotine after repeated ergotoxine to an 
atropinised animal. Dale and Dudley (1929) had 
already observed that when the parasympathetic 
effects were annulled by atropine, acetyl choline in 
somewhat larger doses was found to possess another 
type of action stimulating ganglion cells. This 
action in its manner ranges with that of nicotine. 
A similar action has also been proved to have a 
contractile effect on a denervated voluntary muscle 
by Dale and Gaddum (1930). They further observed 
that these * muscarine’ and ‘nicotine’ action of 
acetyl choline must be regarded as related to 
different aspects of the structure of its molecule. 
The fact of atropine obliterating the vagal inhibitory 
and vasodilator effect, made them assume that the 
two effects are due to the same principle which 
conclusion is not unwarranted. The other principle 
which evinces adrenergic characters has been shown 
to have its site of action on the ganglion cells. 


Graph II.b. shows the effect of a second dose 
of nicotine after a carefully graded first dose. This 
effect of the second dose of nicotine is compared 
with subsequent administration of acetyl choline and 
the Graph indeed reveals a close parallelism. 
Hence it is fairly conclusive that the sight of action 
of this fraction of acetyl choline is like nicotine on 
the ganglion cells—nicotine first stimulating and then 
paralysing the ganglion cells after which acetyl 
choline failed to produce a vasopressor effect. At 
this stage adrenalin continued to show its usual 
effect. 


DiscussiON 


The cardioinhibitory action of acetyl choline had 
been observed and understood fairly clearly. The 
vasodilator and the subsequent ‘adrenergic’ action 
have not been satisfactorily explained. That the 
vasodilator action is also abolished with the cardio- 
inhibitor by atropine warrants the conclusion that 
the two actions are due to the same principle and 
the type of action is also the same i.e., inhibition of 
the cardiac muscle and also of the involuntary 
muscles of the arterioles—general or local—causing 
vasodilatation and thereby a sustained fall in the 
systemic blood pressure. But the following points 
seem to suggest a different mechanism effecting 
vasodilatation. (i) The prolonged and sustained 
vasodilator effect evidenced by a fall in the systemic 
blood pressure as against the evanescent and specta- 
cular cardioinhibitory effect. (2) The vasodilator 
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GRaPH IV 


GrarH IV (a)—The ‘adrenergic’ action of acetyl choline after atropine is compared with nicotine. (b)—Subsequent 
administration of nicotine compared with acetyl choline. (c)—-Effect of acetyl choline on the blood pressure and spleen 


volume of a pithed cat. 


(a) 


Pithed cat 2.6 kilo. 

Nicotine 0° of c.c. (2) A B 
Acetyl choline 3 mg. A & B following 

Nicotine in a Pithed cat whose parasympathetics 


have beenparalysed by repeated atropine injections 


Nicotine 0. of c.c, (3) 


(b) 


B. P. B. P. 
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Acetyl choline 3mg. after repeated atropine Nicotine 0. 01 c.c. (1) 
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effect was absent in a pithed animal though there 
was unmistakable evidence of the other two actions. 
(3) On central stimulation of the vagus there was 
evidence of splanchnic vasodilation as shown by the 
spleen volume. (4) Vasodilation had been already 
observed by Dale and others in the vessels not 
supplied by parasympathetic fibres. If one accepts 
the first of these reasons, the prolonged vasodilator 
effect is probably due to distinct principle or fraction 
of acetyl choline which is not easily destroyed by 
the esterase in the tissues as the cardioinhibitor frac- 
tion. Here we are able to corroborate the view of 
Ellis and Weiss (1931) that it is improbable that 
acetyl choline is destroyed with any great rapidity 
in the circulating blood. But atropine seems to 
destroy its effect along with the cardioinhibitor frac- 
tion. Every investigator in this field had observed 
that atropine abolished both the act’ons. Hence the 
observation seems to direct one to the conclusion that 
acetyl choline injected intravenously in fairly large 
doses, depresses the vital centres, in particular the 
vasomotor, causing generalised vasodilatation. This 
also lends support to the observation of Dale that 
vasodilation occurs in vessels not supplied by the 
parasympathetic. That this assumption is not un- 
tenable is strongly borne out by other cbservers: 


(1) The conception of a cholinergic substance 
influencing vasomotor centre obtains some support 
from the analogy of the corresponding action by 
Stella (1933) who summarised his observation that 
adrenalin is not without action on the cardioinhibi- 
tor centre as it increases the reflex excitability of the 
centre to afferent impulses from the depressor and 
the carotid sinus nerves. He further said that 
adrenalin bradycardia is reflex in origin and due 
to the arterial pressure acting on the sensi- 
tive regions of the carotid sinus and of the 
territory of distribution of the depressor nerves. 
Its degree however is conditioned by a. state 
of increased reflex and excitability of the cardiac 
vagus centres caused by the injection of adrenalin. 
G. Viale (1930) offered the view that vagal 
tonus is maintained by the presence of adrenalin 
circulating in the blood. Is it then possible to 
suggest that vasomotor tone is determined by the 
presence of acetyl choline in the blood ? 


(2) Carmichael and Fraser (1933) studying the 
acetyl choline effect on human beings observed a 
rise in pulse rate often after the cardioinhibitory 
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effect of acetyl choline had passed off, which they 
were unable to explain. Is it not conceivable that 
acetyl choline depresses the vasomotor and the 
cardioinhibitor centres, and these effects are pro- 
longed after the initial cardioinhibitor effect was 
over ? 


(3) Dixit (1934) raised the important issue of the 
central action of acetyl choline and observed that 
minute quantities of acetyl choline if injected into the 
fluid of the cerebral ventricles reproduce the effect of 
stimulation of the vagus on the respiratory centres. 
Is it not then possible that cholinergic action is not 
merely peripheral but central as well. This concep- 
tion of the liberation of the substance in the centres 
by sensory impulses in the vagus is corroborated in 
Graph |. b. where stimulation of the central end of 
the vagus gave evidence of splanchnic vasodilatation. 


The ‘adrenergic’ action of acetyl choline which 
comes to light prominently after atropine, could be 
viewed as follows. (1) That a cholinergic agent when 
acted on by an anticholinergic one gives birth to an 
adrenergic agent—a not too fantastic a chemical con- 
ception. (2) That the vasopressor effect noticed 
after atropine is a distinct fraction of acetyl choline 
nuetralised by atropine. Such a conception as 
regards atropine is not untenable, as atropine has 
been known to discriminate sharply between its 
stimulant effect on the secretory cells of the salivary 
glands and the vasodilator effect on the arterioles, 
while readily paralysing the former hardly affecting 
the latter. (3) That the vasopressor effect is a 
phenomenon analogous to the vasomotor paradox 
observed by Dale in the sympathetic mechanism 
(4) Simonart (1932) experimentally showed that esters 
of choline liberate adrenalin from suprarenal after 
atropine. He also observed that two distinct 
mechanisms may be involved in the so called nicoti- 
nic hypertension. (5) That the site of action of this 
vasoconstrictor principle is akin to the adrenergic 
action of adrenalin or on the intermediate ganglion 
cells. Comparison with nicotine seems to suggest 
that the ganglion is the site of action. This action of 
acetyl choline is abolished by nicotine in graded 
doses. It may be observed here that if the animal 
survived the first dose of nicotine, it developed a 
remarkable tolerance for nicotine. Though the 
‘adrenergic’ principle of acetyl choline is neutralised 
by nicotine, adrenalin continues to exert its usual 
action thereby proving that the site of action of 
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adrenalin is peripheral to the ‘adrenergic’ principle 
of acetyl choline or that of nicotine. 


This annulling of the specificity of adrenergic 
and cholinergic agents has been already established 
by previous workers who noticed that the preganglion- 
ic fibres of the sympathetic liberate at their terminals 
acetyl choline which stimulates the excitor cell to 
bring about the sympathetic stimulant effect. Acetyl 
choline is also observed on injection to produce this 
effect—an instance being the production of perspira- 
tion in animals (which is a sympathomimetic effect) 
by pilocarpine which usually gives a cholinergic 
response. 


In the light of these the vasomotor reversal of Dale 
assumes a new significance. Does adrenalin contain 
‘adrenergic’ and ‘cholinergic’ principles and ergo- 
toxine neutralise the adrenergic leaving the cho- 
linergic unaffected which in turn produces vasodilata- 
tion? This has already been suggested by Cannon 
(1931) who noticed Sympathin E and Sympathin | 
being secreted by the sympathetics at their terminals 
causing augmentor or inhibitor action. 


SUMMARY AND CONCLUSION 


1. Three distinct actions on the circulatory 
system of the mammals are observed after adminis- 
tration of acetyl choline. 

2. The cardioinhibitor effect is fleeting and 
evanescent. 

3. The vasodilator effect is more prolonged and 
evidence is adduced for the hypothesis that the 
effect is due to depression of the vasomotor centre 
thereby causing a generalised vasodilatation. 
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4. The two actions aforesaid are abolished by 
atropine. 


5. The ‘vasoconstrictor’ principle brought to light 
by atropine is obviously not affected by atropine. 


6. The site of action of the ‘vasoconstrictor’ 
fraction is the ganglion cells. “This action is abol’shed 
by nicotine whose site of action is also on the gan- 
glion cells. 


7. The site of action of adrenalin is different 
from the vasoconstrictor fraction of acetyl choline as 
evidenced by the fact that nicotine does not abolish 
its effect. 


My thanks are due to Dr. D. J. Moursund 
L. M. P. for valuable help in the investigation. 


REFERENCES 


CANNON AND Back, Amer. Jour. Physiol., Vol. XCVI 1931, 

CANNON AND ROSENBLUETH, Ibid, Vol. CIV 1933, p. 557. 

CARMICHAEL AND FRASER, Heart, Vol. XVI 1933, p. 233. 

CHANG AND GappuM, Jour. Physiol., Vol. LXXIX 1933, 
p- 255. 

Date, Lancet, June 1929, p. 1285. 

Date anp Duptey, Jour. Physiol., Vol, LXVIII 1929, p. 97. 

GappuM, Ibid, Vol. LXX 1930, p. 109. 

Dixsuit, Ibid, LXXX 1934, p. 409. 

Euter, Ibid, Vol. ILLXXIV_ 1932, p. 271. 

AND Jour. Pharmacol. and Exper. 
Vol. XLIV 1931, p. 246. 

Loew, Otto, Pflugers Arch., Vol. CLXXX IX 1921, p. 239. 

Loewi AND NavratiL (1934), Quoted by Dale and Gaddum. 

Mc Micwaet Jour. Physiol., Vol. LXXVII 1933, p. 399. 

Stetta G., Ibid, Vol. LXXVII 1933, p. 69. 

Stmonart, Jour. Pharmacol and Exper. Ther., 
p. 157. 

Viace G., Comte Rend Soc Biol Vol. XCI 1930, p, 2008. 


Ther., 


Vol. XLVI 


MILK SUPPLY PROBLEM OF CALCUTTA 


M. U. AHMAD, .s., L.R.c.P. & S. (EDIN.), L.R.F.P.S. (GLAS.), D.P.H. (EDIN.), 
District Health Officer, Corporation of Calcutta. 


IMPORTANCE. OF THE PROBLEM 

Milk is an important article of food. In fact 
it is the only natural article of food that contains 
all the essentials of a balanced diet. It is palatable, 
easily digestible and subject to great many varia- 
tions thereby yielding dishes to suit all palates. It 
is an ideal food to promote growth and nourishment 
of infants. It is poor in iron and contains too much 
water and too little roughage and therefore not 
suitable as a sole diet for adults.. But it plays an 
important part whenever we are called upon to 
draw up a standard dietary. Certainly, an important 
article of food like milk deserves every care and 
consideration on the part of the Public Health 
Authorities. On the other hand milk when bad 
causes much sickness and many deaths amongst its 
users. There are several reasons for this: — 

(i) It is exposed to risk of contamination at 
every stage: in the process of secretion, 
during milking, during transit, and finally 
during storage in the house before being 
consumed. 

(ii) It is a good media for bacterial growth. 
So a slight contamination may produce 
widespread and serious effect. 

(iii) Fortunately raw milk is not popular in 
our country. But there are occasions 
when milk is taken after being heated to 
an extent which may not suffice to kill 
all the germs that may have been 
present in it. 

When these facts are kept in mind, the neces- 
sity of introduction of measures to ensure safe and 
satisfactory milk for the public becomes more 
apparent. 

ESSENTIALS OF SAFE AND SATISFACTORY 

MiLk SupPLy 

There should be effective control at the source 
and during transit to eliminate all chances of con- 
tamination. But even after proper care at the 
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source and during transit, there are the possibilities 
of missed cases and carriers. So, there comes the 
necessity of some final measure like ‘Pasteurization.’ 

Before | describe the state of affairs existing in 
Calcutta and try to suggest some means to improve 
it, it will not be out of place to discuss briefly how 
this problem of milk supply has been tackled in 
Western countries. But we must remember that 
they have ther special peculiarities and problems. 
The peculiarities are (i) Cattle are aggregated 
together in groups, and (ii) the type of people to be 
dealt with is different from ours. These render 
control easier. Their special problem is tubercu- 
losis. 5 to 20% of milk in cities contain T. B. In 
1932 it was found that 145% of milk entering 
Glasgow city contained T. B. Hence most of their 
measures are directed against this evil. 

Measures introduced in Great Britain.—(|) Milk 
and Dairies (Scotland) Act 1914—requires routine 
clinical examination of all cattle annually. Depart- 
ment of Health Circular of 1930 suggested examina- 
tion thrice annually. Although it is ineffective in 
detecting all tubercular cows, it has the merit of 
dealing with other diseases apt to be lost sight of. 
The value of this measure is however discounted 
by sale of thin cows before inspection is due thus 
worsening matters by spreading infection. 

(2) Tuberculosis Order of 1925. 

Owners or attendants have to report to the 
Local Authority all cows suspected to be tubercular 
owing to cough, mastitis or emaciation. The 
Local Authority's Veterinary Inspector examines 
and tests such animals and destroys those found to 
be tubercular. The owner is compensated accord- 
ing to the extent of tubercular infection found at 
autopsy. If the cow is found to be non-tubercular 
the owner gets full market value of the cow plus 
£ 1-0-0. Per contra sale of milk for human use is 
prohibited during five week inoculation-test of milk 
from suspected cow, but owner gets no compensa- 
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tion if test proves to be negative. Moreover there 
is no reduction of compensation if owner delays to 
report suspect animal. These factors mitigate 
against full co-operation by the owners. Moreover 
by the time it takes a layman to suspect a cow to 
be tubercular means delay until T. B. are being 
already passed in milk . Finally after discovering 
the infected cow there is no provision for dealing 
with the contacts of that cow. 

(3) Bang’s (Denmark) Method— of securing 
tubercle free herds. Infected cows as shown by 
tuberculin test are removed from the herds. Those 
with wasting or udder infection are slaughtered 
forthwith. Calves born of the rest of the cows 
giving positive reaction to tuberculin test are 
immediately removed from infected mothers and 
kept under observation in open air. Then they 
are added to healthy herds. Healthy herds are 
frequently tested with tuberculin. This method is 
gradual, economical and successful. 

Hannah Institute (Ayr-Scotland) experimented 
this method for three years with 28 farms, which 
were provided only with free tuberculin and advice. 
The result was that 20 farms had tubercle free herds 
and in 8 the incidence of tuberculosis was greatly 
reduced. 

(4) Proper attention has been directed towards 
cow hygiene. Old insanitary cattlesheds have been 
replaced by new ones with modern ventilation, 
sanitation and drainage. Pecple concerned are 
educated in the ways of clean milking e.g., washing 
the udder of the cow before milking, milking in a 
clean room, washing of the hands of the milkers and 
putting on of clean overalls by them during milking 
and so on. 

(5) Clear byelaws have been laid down to 
prevent contamination during transit, e.g., 

(i) milk not to be carried in open vessels. 
(ii) milk not to be handled in premises other 
than licensed ones for that purpose. 

(6) Grading of Milk. Milk (Special Designation) 
Order, 1923. Milk varies greatly in sanitary quality 
and nutritive value which is not obvious to the 
public. Hence the necessity of grading of milk like 
other commodities, to help the public to know what 
they are buying. It also helps the farmer to get 
better prices for his superior products, which in turn 
induces him to produce superior quality. In appre- 
ciation of these facts Milk (Special Designation) 
Order of 1923 was passed. Standards were laid 
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down for milk sold as one of the following grades— 
(1) Certified 
(2) Grade A (T.T.) 
(3) Grade A 
(4) Grade A (Pasteurized) 
(5) Pasteurized. 

I do not like to bother you with the details of 
these grades, but it will suffice to mention here that 
this classification was not found to be satisfactory. 
So a new order has been recently issued by 
the Minister of Health to improve matters. The 
number of grades have been reduced to three— 
Tuberculin Tested Accredited and Pas- 
teurized ’’. The essential features of these grades 
are very briefly— 

(a) Tuberculin Tested are tested 
for absence of tuberculosis. The milk 
will also be subjected to tests for clean- 


liness. This milk when pasteurized will 
be sold us “‘ Tuberculin Tested and 
Pasteurized”’ 


(b) “‘Accredited Milk’’—Cows inspected re- 
gularly by Vets but not tuberculin tested. 


(c) Pasteurized "’--Mentioned below. 
(7) Pastevrization—heating milk to a tempera- 
ture below that of boiling, holding at that 


temperature for a definite period and then rapidly 
chilling it. The temperature and time are so 
adjusted as to be sufficient to kill pathogenic 
organisms but at the same time causing least 
possible effect on the milk itself. Pasteurization is 
not to be regarded as a substitute for other measures 
in the cause of cleaner and better milk. It is only an 
additional measure to safeguard against missed cases 
and carriers. The word ‘ Pasteurization * carries a 
sense of security behind it. It is therefore necessary 
to laydown definite standards for milk to be sold 
as Pasteurized’. Milk not conforming to that 
standard if sold as ‘ Pasteurized ’ should be treated 
as misbranded. In Great Britain, Ministry of Health 
requires that all milk sold as * Pasteurized’ should 
be raised to 145°F to 150°F and kept at the tempera- 
ture for at least 30 minutes and then cooled to 55°F. 
Also that it must not be heated more than once and 
must not contain more than 100,000 organisms per 
c.c. This does not alter unfavourably either the 
taste and digestibility or the food value except caus- 
ing some reduction in the Vitamin C content of the 
milk, which can be easily substituted by adding 
fruit juice to the diet, 
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How Milk is being supplied to the Public in 
Calcutta? (1) Quite a number of people have the 
cows milked in their presence. This practice seems 
to be getting more and more popular. ‘This of 
course, safeguards against adulteration. But there is 
always the possibility of the milk being contaminated 
by the * Goalas " who may be either actually suffer- 
ing from some disease or may be acting as carriers. 
Again, the cows may be suffering from diseases that 
are communicable to human beings. So we see that 
even having cows milked in ones presence is not 
sufficient safeguard against unwholesome milk. 

(2) Huge quantities of milk are daily brought 
into Calcutta from outside. These are carried in 
widemouthed vessels mostly without covers. Straws 
and leaves, cleanliness of which is quite doubtful, 
are added to prevent splashing. These are taken to 
markets for sale. Hands far from being clean and 
covered with sweat are frequently dipped into the 
milk either by the intending buyers to judge the 
quality of the milk or by the ‘ Goalas ’ while measur- 
ing out the milk sold. Occasionally the sale of milk 
takes place on the railway platform or the railway 
compound as well as on road sides where milk is 
poured out from one vessel into another. | shall 
leave it to you, gentlemen, to guess about the clean- 
liness and quality of the milk that is being consumed 
by the public from this source. 

The Corporation tries to prevent adulteration of 
milk by taking samples and prosecuting persons sell- 
ing adulterated milk. But unfortunately cases of 
adulteration of milk have not diminished to any 
appreciable extent. This is attributed to the facts 
that cases in courts are disposed of after a consider- 
able time and also that the fines imposed do not 
make any lasting impression on the person found 
guilty. It may also be mentioned that during the 
course of last year about 300 ‘ Goalas’ bringing in 
milk at the Sealdah Station were prosecuted for 
carrying milk in vessels without cover, thereby ex- 
posing the milk to the risk of contamination and 
about Rs. 500/- were realised in fines. But still 
cases of milk being carried in open vessels are not 
infrequent. 

(3) A better system of supervision over milk sold 
in Sir Stewart Hogg Market has been introduced by 
the Corporation. Milk has to be taken first to an 
attached milk laboratory. The quality of the milk 
is tested, and if found satisfactory milk is poured 
into special vessels, with covers and taps, supplied 
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by the Corporation. (These vessels are cleaned and 
sterilized by the Corporation). The cover is then 
sealed and milk is to be poured out from the tap. 
So, people buying milk from the stalls in Sir Stwart 
Hogg Market are sure of the quality of the milk and 
also that from the time of its being brought into the 
market, the milk has not been exposed to any further 
contamination. The number of milk stalls in this 
market has for some reasons gone down. At present 
there are only 6 stalls there, dealing with about 50 
maunds of milk per day. You may be interested to 
know that the cost of maintaining this milk labora- 
tory comes to about Rs. 9,000/- per year. This 
laboratory has also to analyse all the milk samples 
drawn from the whole of Calcutta. 

Let us hope that something like this system may 
be introduced in all the milk markets of Calcutta in 
near future. 


(4) The Co-Operative Milk Union: 


The Union has several societies affiliated under 
it. To become affiliated under the Union a society 
has to buy shares of Rs, 10/- each. A society may 
be afhliated on purchase of one share only, but 
for each share of Rs. 10/- the society can borrow 
from the Union to the extent of Rs. 100/- only. Each 
society has members who must possess their own 
cows and buy shares of Rs, 10/- each from the 
society in the same way as societies buy shares 
from the Union. Societies collect milk from their 
members and send it to the Union in covered vessels 
supplied by the Union. Each consignment of milk 
reaching the Union is tested for its quality in the 
Union's laboratory. They are then pooled together 
pasteurized and bottled. The milk is again tested 
in the laboratory and then sent out for distribution. 
The cost roughly is as follows— 


Rs. As. 
Price of milk paid by the Union 5 8 per md. 
Cost of distribution 
TOTAL 9 8 per md. 


This milk is sold to the public at Rs. 10/- per 
maund, but institutions like hospitals etc., are sup- 
plied at Rs. 8/- per maund. 

There is a Government Veterinary Inspector 


and his assistants who periodically examine the 
cows of the members and also advise them about 
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better methods of cow-keeping and cleaner ways of 
milking. 

At present the Union has about 123 affliated 
Societies comprising some 6,000 members and deal- 
ing with about 50 to 60 maunds of milk per day. 

(5) Lastly, for the sake of making the descrip- 
tion complete dairies like Keventer’s have to be 
mentioned. But their milk is so priced that people 
with whom the Public Health Authorities are mainly 
concerned cannot afford such milk. 

Now, gentlemen, | come to the most difficult 
part of my task, i.c., to suggest measures whicli 
would enable us to supply safe and satisfactory milk 
to the public of Calcutta. This difficulty could have 
been better gauged by you, if I could give you an 
idea about the quantity of milk daily consumed in 
Calcutta. But unfortunately no figures are avail- 
able. Just to give you a rough idea let me mention 
that about 500 maunds of milk are brought in daily 
through Sealdah Station and sold in the two 
adjoining ‘ bazars’. About 1200 maunds of milk 
are sold daily at Natun Bazar and Jorashanko Bazar. 
The figures mentioned have been obtained from 
Food Inspectors having long experience of those 
places. Though a guess work it would not be wide 
off the mark. This is only a fraction of the quantity 
of milk that is daily brought into Calcutta. We 
have also to keep in mind the milk that is consumed 
from the innumerable cows scattered all over 
Calcutta. 

However, the magnitude of our task and difh- 
culties in our way need not discourage us. We are 
told that ‘ Faith can move mountain’ and most of 
us have seen that human effort produces result. 
Faith combined with sincere effort is bound to carry 
us a long way in solving this problem of safe and 
satisfactory milk supply for the city. 

I would first of all suggest that measures be 
introduced to get all the cows out of Calcutta. | 
do not for a moment suggest that this is an easy 
task. But still it has got to be done. To have 
proper supervision over innumerable cows scattered 
all over the city and to have effective control over 
the milk produced by them, is not at all a practical 
proposition. Also the quality of milk produced by 
cows within the city is inferior to the milk that is 
brought into the city from outside. The city milk 
is deficient in vitamins and poorer in fat content. 
Then again there is the vital question of bovine 
tuberculosis. Unfortunately we do not know to 
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what extent our cows are affected with T.B. There 
never had been any systematic investigation about 
it. But we all see good many cases of bone and 
gland tuberculosis and they are attributed to 
tubercle bacillus of bovine origin. We also know 
that incidence of tuberculosis amongst urban people 
of our country is on the increase. If urban mode 
of living can give rise to tuberculosis in human 
being, it certainly can also cause tuberculosis in 
cows as very little attention is ever given to cow- 
sanitation. Lastly if we could get the cows out of 
the city, we would be able to rid the city of con- 
siderable amounts of dirt and filth and the great 
nuisance caused by cows and cattlesheds. This can 
only be adequately appreciated by people who are 
unfortunate enough to have cattlesheds, authorised 
or unauthorised near their house. 

Milk could then be supplied to the public by: 


(i) Popularising the co-operative system. | have 
already given you the brief outline of it. If sufh- 
ciently popularised, it could be improved further to 
solve our problem of safe milk supply. Moreover 
it is in keeping with the socialistic principles and as 
such more suitable to the present time and to the 
special conditions of our country. 

(ii) Ideal dairies’ established at suitable place 
within easy reach of the city. It is easier to have 
effective supervision and control when cows are 
aggregated in groups. But it requires capital. And 
capital is not difficult to get at the present time when 
money is so cheap as can be judged by the rate 
of interest, provided there are suitable organisations. 
Here comes in the duty of the Local Authorities 
and the Government. I do not mean that Corpora- 
tion should take upon itself the responsibility of 
the entire milk supply of Calcutta. What it can do is 
to set up one or more dairies of its own and show 
the public how to run these economically. Then it 
can help those, who want to start dairies by giving 
them easy term loans or if necessary even by giving 
subsidies. We all know that every city has to set 
up a vast organisation at the expense of a consider- 
able sum of money in order to supply its ratepayers 
with safe water. Why should not then some such 
attention be given to the question of milk supply 
of the city when we all appreciate what an 
important article of food milk is and also that milk 
plays a very important role in the health of the city. 

(Lecture delivered at a Seminar Meeting of the Calcutta 
Branch of the I. M.A. on 9-7-36.) 
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EDITORIAL 


AUTONOMIC SYSTEM AND THE ACTION 
OF ACETYL CHOLINE 


The autonomic system which includes the 
sympathetic and the parasympathetic systems has 
assumed an important position in modern pharma- 
cology within recent years inasmuch as most drugs 
produce their effects either by stimulating or depress- 
ing one of the systems. But the exact manner in 
which drugs influence this system was since lately 
shrouded in mystery. Since the effects of some drugs 
resemble those following either stimulation or 
depression of the sympathetic or parasympathetic 
systems, attempts have been made to explain their 
action as being due to their effects on their nerve- 
endings. But in view of the fact that most of the 
specific autonomic drugs do not influence the nerve 
fibres, it is doubtful that the finer terminal fibrils, 
which are continuations of the axis cylinders, should 
be the seat of action of these drugs. Moreover 
they act on an organ whose nerves have been divid- 
ed and have degenerated and in which no nerve 
terminations exist. It has therefore been suggested 
that these specific drugs act on some structure 
beyond the nerve terminations. But since some 
drugs, notably adrenalin, act differently on different 
involuntary muscles inspite of the fact that these 


react uniformly to other stimuli it is difficult to accept 
this view. The natural conclusion out of this con- 
troversy is the assumption that there exists some 
intermediate structure between the nerve endings 
and the muscle, which has been named as * recep- 
tor substance’, myoneural junction or * synapse ’. 
Even this view has been challenged on the ground 
that pilocarpine which stimulates the secretion of 
sweat is antagonised by atropine although there is no 
evidence of parasympathetic nerve-endings in this 
organ. It was therefore natural that the pharmaco- 
logists should invoke chemical theory to explain the 
action of these drugs. In fact Dixon sometime ago 
got the clue to explain the action in this way 
although he was not quite sure of it at the time he 
made the experiment. He pointed out that after 
stimulation of the vagus nerve to the heart a sub- 
stance could be extracted from the heart muscle 
which had an inhibitory effect on other hearts, and 
which effect could be antagonised by atropine. This 
effect was subsequently revived by Dale and Loewi, 
who pointed out that these specific autonomic drugs 
acted not by stimulating the nerve-endings but by 
liberation of certain chemical substances, e.g., 
choline or adrenalin like substances as the case 
may be. Indeed Loewi has shown that stimulation 
of the vagus liberates acetyl choline which acts 
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directly on the cells, and that stimulation of the 
eympathetic is followed by liberation of adrenalin- 
like substance. It is evident therefore that drugs 
which stimulate the sympathetic act not because of 
the physical stimulation but by the formation of the 
sympathetic hormone adrenalin around the cell. 
Similarly those stimulating the parasympathetic act 
by formation of hormone acetyl choline. Drugs 
which liberate at their terminals bodies resembling 
adrenalin are called adrenergic, and those which 
liberate acetyl choline are called ‘cholenergic’. Al- 
though this theory explains for the time being the 
action of the sympathetic and the parasympathetic 


stimulants it does not explain the action of the sym- . 


pathetic and parasympathetic depressants, like 
ergotoxine and atropine nor the action of physostig- 
mine. It has therefore been suggested that these 
depressant drugs, like ergotoxine or atropine act by 
rendering the tissues insensitive to adrenalin or 
acetyl choline and thus antagonise these drugs. 
In fact atropine prevents acetyl choline from having 
access to or effects on the viscera. But the explanation 
of the action of physostigmine is different and is not 
the same as pilocarpine which also stimulates the 
parasympathetic ending. It has been found that 
pilocarpine contracts the pupil after the degeneration 
of the third nerve but not physostigmine. Loewi 
therefore suggested that physostigmine prevents the 
destruction of the ferment present in the blood and 
which normally destroy acetyl choline and therefore 
does not act on the denervated organs in which no 
acetyl choline is liberated. 


Valuable though these works have been in ex- 
plaining the mysteries of the action of many of the 
specific autonomic drugs, much remains to be done 
in the elucidation of the exact nature of the action 
of some of the chemical substances so liberated by 
the stimulation of the autonomic system. Although 
we know quite enough of the action of adrenalin, the 
exact seat of action of acetyl choline has not been 
properly worked out. We therefore welcome the 
article which appears in another place of this issue 
of the Journal by Professor Iswariah of the Vizaga- 
patam Medical College. Acetyl choline within 
recent years has acquired an important place in the 
armamentarium of the physician, and is used for 
diverse purposes, an important therapeutic use being 
in the treatment of hyperpiesis. It is therefore im- 
portant that the exact nature of its action should be 
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this article to our readers. The author has pointed 
cut that the fall of blood-pressure was due to de- 
pression of the vaso-motor centre, but whether it has 
any effect on the peripheral blood vessels has not 
been shown. In fact there is evidence that it has 
some peripheral vasodilator action as can be proved 
by perfusion experiments. The effects of acetyl 
choline on the blood pressure after injection of 
atropine and of nicotine are significant. But whether 
the rise of pressure after a preliminary injection of 
atropine was due to a vasoconstrictor principle or to 
the stimulation of the sympathetic ganglia and thus 
of the constrictor fibres of the blood vessels or to 
a slight liberation of adrenalin has yet to be decided. 
But the pressor effect is completely abolished by the 
use of nicotine which confirms its effect on the 
ganglia. 

We may here mention in passing that much 
importance is given to the carotid sinus in 
regulating the blood-pressure and whether it has 
anything to do with the liberation of acetyl choline 
in lowering the pressure as it has with the liberation 
of adrenalin in raising the pressure requires some 
further work and we have no doubt that work on 
this line will soon be forthcoming. 


THE PROBLEM OF A SAFE MILK SUPPLY 
IN INDIAN CITIES 


The attention of the readers is drawn to a 
paper by one of the Health Officers of Calcutta 
on the “Milk Supply Problem of Calcutta’. Milk 
has been considered to be a source of protein of 
high biological value and is important alike to in- 
fants, children and adults. The dairy industry is 
sometimes considered as the backbone of the physi- 
cal efficiency of a nation. There is no doubt that 
the transition between the old time rural India 
and the inrush of modern complicated environment 
has not only caused a dislocation of the available 
quantity and quality of food supply including milk 
but has brought in new factors of adulteration and 
bacterial contamination in all places wherefrom the 
cities draw their food requirements. It is a timely 
warning that Dr. Ahmad has given to the pro- 
fession regarding this problem. 


The State and the Local Public Health Authori- 


ties ought to devote their serious attention to the 
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problem. What is true of Calcutta is probably true 
of most of the Indian cities. Fortunately for this 
country bovine tuberculosis is not yet an important 
problem as in some European countries. Although 
evidences hitherto obtained point to a very low 
incidence of localised tuberculous infection among 
Indian milch cattle, still a vigilant watch should 
be kept on it particularly in view of increasing 
urbanised conditions of living and in case of im- 
ported cattle. Milch cattle in rural and urban areas 
and in dairies should be carefully examined by the 
veterinary department and the results of a survey 
placed before the country. The health of the cattle 
of this country should receive more attention than 
has hitherto been given to them. The muni- 
cipalities should also enforce stringent laws for 
certifying, handling and selling of milk of a proper 
quality. There should be a proper Market'ng Board 


country in medical science. 


XIII ALL-INDIA MEDICAL CONFERENCE 
1936 


The XIII All-India Medical Conference will be held at Karachi during the ensuing Christmas 
week. Subjects concerning the vital interest to the medical profession in India, will be 
discussed in the Conference. Scientific Section of the Conference and the Exhibition will no 


In order to make this Conference thoroughly 
representative of the medical profession of India it is requested that all members of 
the profession should join the Conference and take part in the deliberations. 
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for the production and sale of milk for human con- 
sumption. 


The question of pasteurization which Dr, Ahmad 
brings forward, although very desirable, cannot be 
employed except in big cities. Even then it is very 
doubtful whether the whole milk supply of Calcutta 
can be so dealt with. The production of a safe 
milk supply demands an examination of the cattle 
and education of the gowalas at the one end and 
the enforcement of strict rules for ensuring safety 
in transit and during sale on the other. A success- 
ful attack should be launched in the problem by 
the concerted action of Veterinary authorities, the 
Municipal and Health authorities. We hope the 
Government and Local authorities will give the 
problem their serious attention which its importance 
deserves. 


to know the advance made 


doubt afford every medical man a good opportunity 
in this 
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CASE NOTES 


B. COLI INFECTION TREATED WITH SODIUM MANDELATE 
A. R. MAJUMDAR, sM..., 


Teacher of Medicine and Physician, First Medical Ward, Campbell Medical School & Hospital, 
Calcutta. 


An Anglo-Indian female, of 30 years was 
admitted into the First Medical Ward of the 
Campbell Hospital, Calcutta, on 3-7-36 for the 
following complaints: 


(i) Loose motions with mucus and blood, (ii) 
griping pain in the abdomen, (iii) fever, (iv) head- 
ache—duration 2 days. 


Physical examination revealed some tenderness 
round the periumbilical region. No other abnor- 
mality could be detected. 


Stool showing flakes of mucus and fresh blood 
with almost no faecal material was 7 or 8 in number 
in 24 hours. This was cultured but did not show 
any dysentery bacilli. 


She was given a mixture containing sodii sulph. 
and mag: sulph. After 6 doses, the stool became 
watery faecal and kaolin mixture was substituted. 
But the temperature continued,—ranging between 
97°F. and 100°F. without any obvious cause. So 
we turned our attention to urine. It was passed 
more frequently with a certain amount of dysuria 
and on examination showed plenty of pus cells. It 
was cloudy, acid in reaction and had an offensive 
fishy odour. We sent the urine for culture and a 
heavy growth of B. coli was found. So we gave 
her a mixture containing pot. citras and sodii 
bicarb 4 dr. each, at first, every 4 hours for 4 days 
which did not make the reaction of urine alkaline. 
In the mean time an autovaccine was prepared and 
2 injections given. Temperature continued (between 
97°6°F. and 100°F.), urine still offensive and acid 
in reaction. So the alkaline mixture was now given 
2 hourly and 6 autovaccines were also given. This 
line of treatment was continued for about 18 days. 
But the reaction of urine still continued to be acid. 
Pus cells were moderate in number and the fever 
continued,—this time having a wider range of 


variation 98:4°F. and I01°F.). This line of treat- 
ment was therefore stopped and an attempt was 
made to make the urine acid by giving her the 
following : — 


(1) Sodium mandelate,—3°5 gm. in one ounce 
of water, 4 times a day after meal preceded by 
(2) Ammonium chloride | grm. 4 times a day. 


This treatment was continued for a period of 
10 days. By about the 4th or the 5th day, the 
urine cleared up, offensive odour disappeared, pus 
cells were very few in number and the temperature 
showed progressive signs of decline. 


On the |0th day the urine was examined again 
and it was found to be absolutely normal having no 
pus cells or B. coli and the temperature dropped 
to and maintained at normal level. 


The patient was kept under observation for 
another 10 days without any further treatment and 
there was no relapse. 


The interesting points in this case were: — 

(i) The start was with colitis: B. coli colitis, 
though fairly common in children, is much more rare 
in adults. 


(ii) Urine did not become alkaline even with 
big doses of alkali. 


(iii) Autogenous vaccine failed. 
(iv) Ready response with sodium mandelate. 


The underlying principle of this mandelic acid 
treatment is as follows: 


Both hyperacid and hyperalkaline media are 
inimical to bacterial growth. In B. coli infection 
the urine is moderately acid in reaction and the 
orthodox treatment was to make the urine alkaline 
and afterwards acidify it with acid prosphate of 
sodium and give hexamine. 
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This alternate change of reaction from hyper- 
alkaline to hyperacid along with an urinary anti- 
septic, was in a fair number of cases, sufficient to 
sterilize the urine specially when an autogenous 
vaccine was also given. 


In 1931, Helmholtz and Clark introduced 
ketogenic diet for the treatment of urinary infection 
as it was found that urine of diabetic ketosis and 
of epileptics on ketogenic diet did not decompose 
readily on account of the presence of hydroxy- 
butyric acid in the urine- Ketogenic diet was un- 
pleasant to take and hydroxybutyric acid was un- 
suitable for oral administration as it was readily 
oxidised. 
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So mandelic acid was introduced (Rosenheim, 
1935). As this irritates the stomach, 3 gm, of it 
neutralized by |°6 gm. of bicarbonate of sodium or 
eodium mandelate 3:5 gm. are given 4 times daily. In 
order to help this in acidifying the urine, | to 2 gms. 
of chloride of ammonia are also given one hour 
previously. 


The results are so far very encouraging and 
mandelic acid appears to be specially inimical to 
the growth of B. colli. 


I am thankful to my Resident Medical Officer 
Dr. Sibnath Chakravarty for carrying out the above 
treatment and keeping careful notes. 


A CASE OF IDIOPATHIC HYPOCHROMIC ANAEMIA 


A. K. GUHA, B.Sc., M.B.B.S. (PAT.), D.T.M, (L’POOL), M.R.C.S., (ENG.), M.R.C.P, (EDIN.) 


Motihari. 


B. S., Hindu male aged about 60, came com- 
plaining of burning sensation in the mouth since a 
year and a half. Appetite was poor, occasional 
diarrhoea, no dysphagia. 


Patient was an edentul- 
His conjunctivae 


Physical Examination: 
ous person with pale appearance. 
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were pale and there was no icteric tinge of the skin. 
Finger nails were spoon-shaped and several of them 
showed cracks. Toe nails had similar appearance. 
No oedema of legs. 


The mucous membrane of the tongue was 
smoothed out except a small central pertion where 
the papillae were visible. There was slight denuda- 
tion of the mucous membrane of the cheek and 
lower lip extending upto the angle of lips. Liver 
and spleen not enlarged. Heart—apex beat just 
outside nipple line; haemic murmur in pulmonary 
and aortic area; arteries normal. 


Examination of blood showed R.B.C-—4,500,000 
per c.mm., W.B.C.—7,500, per c.mm., Haemoglo- 
bin—45°%,, Colour index—0:50. Differential Count: 
polymorphonuclears — 72°/,, lymphocytes — 23°%,, 
large mononuclears —2‘%,, eosinophils — 2°5%/,, 
basophils — 0:-5%,, normoblasts and megaloblasts 
not found, anisocytosis and poikilocytosis present. 
Urine—normal. Stool—normal appearance, no ova 
of hookworm found. No test meal examination 
could be done to establish the presence of achlor- 
hydria, which is frequently found in these cases. 


Diagnosis: From the findings mentioned above 
it is evident that the case shows anaemia of low 
colour index. Anaemia of this type is usually as- 
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sociated with hookworm infection, and this is 
negatived by the absence of ova of hookworm in 
stool and absence of high percentage of eosinophils 
The patient had no bleeding piles and no other 
cause could be discovered to explain the cause of 
anaemia. The characteristic features of this patient 
are relatively low haemoglobin content as compared 
with slight diminution of red cells, stomatitis, smooth 
tongue and ko'lonychia (spoon-shaped nails). From 
these it can be concluded that the case is one of 
idiopathic hypochromic anaemia. This disease has 
been described by Witts in England and cases are 
often seen there among women between 45 and 55, 
though it is not uncommon among men. ‘The 
spoon-shaped nails are peculiar to this disease and 
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the accompanying photograph of the patient shows 
the condition very clearly. 


Treatment: It has been proved that inorganic 
iron has the greatest haematinic effect on anaemias 
of low colour index, and therefore the patient was 
given iron and ammonium citrate gr.x t.d.s. in a 
fluid mixture for a week. Later the dose was 
increased to gr.xv t.d.s. He remained under my 
observation only for three weeks and was unable 
to stay longer owing to financial difficulties. During 
this period he improved considerably. There was 
no change in the condition of the spoon-shaped 
nails, which usually improve after prolonged treat- 
ment, 


MODERN THERAPY IN GENERAL PRACTICE 


FOREIGN BODIES IN EAR, NOSE AND THROAT PRACTICE 


K. K. GHOSH, .B., F.R.C.S., D.L.O. CAPT. I.T.F. 


In choosing my subject for this evening, | have 
been influenced mainly by the fact that my audience 
will consist mostly of my fellow brothers in general 
practice at whose disposal time is so limited that 
they can not dissipate it on intriguing technica- 
lities of a highly specialised branch of Medicine and 
Surgery. | shall therefore attempt to approach the 
subject from a general-practitioner’s point of view, 
emphasising more on ‘what not to do’ than on ‘what 
to do’ in these cases. | have been so much im- 
pressed with the tragedies of half-hearted attempts 
at removal of foreign-bodies in Ear, Nose and 
Throat that | feel constrained to sound a note of 
warning at the very beginning that although the 
subject looks so simple and easy at first thought, 
it is crowded with so many pitfalls and dangers that 
unless one is constantly on his guard, he is sure 
to take a wrong step in one of these cases, which 
may turn the simple malady into a very complicat- 
ed one with sometimes disastrous and evern fatal 
result, At the same time if you would keep in 


mind a few simple facts about these foreign-bodies 
and if you would furnish yourself with the small 
armamenterium necessary for their removal, there 
is no reason why you should not be able to tackle 
them successfully in your every day practice. 


As most of you have seen, these foreign-bodies 
are met with mostly in children. It is, therefore, 
absolutely necessary that you should constantly bear 
in mind the possibility of the presence of one when 
you are called upon to see a child, suffering from 
a sudden attack of violent cough, dysphagia, 
obstructed nasal breathing, nasal discharge or pain 
in the ear. | shall now discuss in some detail the 
signs and symptoms, diagnosis and methods of 
removal of foreign-bodies in Ear, Nose and Throat 
separately. 


ForeEGN BopiEs IN THE EAR 


Large varieties of foreign-bodies are met with 
in this region and they may be broadly class‘fied 


| 


VOL. vi, NO. 1 
OCTOBER, 1936 


into two groups from the point of view of treatment, 
namely: 

(1) Animate and (2) Inanimate. 

In the animate group, we have such things as 


flies, ants, ticks, maggots and various other kinds of 
small insects. They occur as frequently in children 
as in adults. Their presence causes a sudden dis- 
comfort in the ear—often a good deal of pain, 
tinnitus, deafness and restlessness. The adult or a 
grown up child will at once tell you the nature of 
his trouble but an infant, unable to express, will 
only cry and perhaps put his finger to the affected 
ear. In this connection I would like to mention two 
groups of rather infrequent but interesting conditions 
where the patients come complaining of foreign- 
bodies in the ear, but on examination you fail to 
detect one. ‘The first group consists of cases of 
chromc dry catarrh of the middle-ear affecting 
neurutic females. The tinnitus which is so often 
associated with the condition is interpreted as an 
insect crawling in the ear and it may sometimes be 
quite impossible to convince the patient that it is 
not so. I shall leave it to your ingenuity to disillu- 
sion such a patient when you come across one. The 
other group, much rarer than the first, is met with 
in timid, cranky and uncared for children who, 
either themselves or through the help of a play-mate, 
manage to put in various insects into their ears, 
possibly to attract the sympathy and attention of 
their parents. Here the F. B. is usually a dead one. 


The diagnosis is usually easy and is made by 
inspection under good illumination, through a 
speculum. 

Removal of this class of F. Bs. in also quite a 
simple matter. 


If the F. B. is still alive when the patient 
comes for treatment, our first aim should be 
to kill the intruder. This can be done either by 
drowning and suffocating it by pouring in some warm 
oil or glycerine into the ear or by poisoning it with 
chloroform vapour or chloroform water (| in 3). 
Once the thing is killed, removal is accomplished by 
syringing the ear with some warm water. 


The inanimate group of F. Bs. are further sub- 
divided into vegetable and non-vegetable substances. 


In the vegetable group, | may mention peas, 
seeds, fruit-stones, etc. The peculiarity of this 
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class of F. Bs. is that they absorb moisture and 
swell up and decompose after a time and liberate 
various organic substances which are highly initat- 
ing to the skin. The inflammation and swelling of 
the external auditory canal thus caused together 
with the swelling up of the F.B. itself cause im- 
paction, rendering removal a difficult procedure. 


In the non-vegetable group, one may mention 
beads, bits of stone, broken bits of slate-pencil and 
similar small articles. This class of F. Bs. are the 
least harmful of all and rarely become impacted 
unless wrongly handled. 


The diagnosis is made in the usual way, from 
the history, symptoms and examination under good 
illumination. In case of doubt, where there is a lot 
of inflammation of the external ear and discharge 
one should feel for the F. B. with a probe to come 
to a diagnosis. 


If one gets the case in hand before any interfer- 
ence has been made, removal is easily effected by 
syringing with warm water. How syringing, instead 
of driving the F. B. further in, causes its expulsion 
and the technique of proper syringing of the ear | 
shall discuss with you presently. If, however, there 
is any acute inflammation of the canal and impac- 
tion of the F. B., one should not try its immediate 
removal. | think a few days waiting for shrinkage 
of the F. B. and subsidence of the inflammation of 
the canal by ordering some spirit drops is well worth 
trying and is without any risk to the patient. If 
inspite of every endeavour the F. B. still remains 
impacted and syringing fails to dislodge it, the 
patient should be anaesthetised and the F. B. 
removed by means of a hook. This should not be 
attempted by one who has never done or seen it 
done before. 


The idea of syringing, in removing F. Bs. from 
the ear, is to force the water beyond the F. B. to 
set u; a vis-a-targo, sufficient to push it out. There- 
fore, for syringing to be successful in these cases, 
there must be some space between the F. B. and 
the wall of the canal and the tympanic membrane 
must be intact. It will fail where the opposite 
conditions prevail, because the want of the former 
will not allow the water to reach beyond the F. B. 
and the want of the latter will allow the water to 
escape into the middle ear and thus prevent the 
setting up of sufficient vis-a-targo, 
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Before proceeding to describe the technique of 
syringing, | would like to remind you that the ex- 
ternal auditory canal is not a straight tube—its carti- 
laginous part being directed unwards, backwards 
and inwards, while its bony part is directed down- 
wards, forwards and inwards. The canal is not of 
uniform calibre throughout its length but has a 
constriction at the junction of its bony and carti- 
laginous portions, known as the isthmus, and it is 
_ here that F. Bs. generally get lodged. Foreign-bodies 
which have gone beyond the isthmus are not likely 
to be successfully removed by the syringe, and a 
hook has to be used as previously mentioned, for 
their removal. The cartilaginous part of the canal 
is quite mobile, so that by pulling the pinna up- 
wards, backwards and outwards one can bring it 
in line with the bony part which is quite fixed. This 
little knowledge should be put into actual practice 
every time an ear is syringed. One word about the 
syringe itself—it should preferably be an all-metal 
one which can be worked with one hand, as the 
other hand is required to manipulate the ear. We 
should now project the water from the syringe 
through the chink between the F. B. and the wall 
of the canal as previously determined by our 
examination, and the F. B. comes out with the 
returning flow of water. 


In this connection | am sadly reminded of three 
cases in hospital—in two of which we had to per- 
form open operation to remove the F. Bs. while the 
third developed meningitis and died. All the three 
cases had been tackled outside and the F. Bs. had 
been driven into the middle ear. To prevent such 
tragedies | shall now sum up this subject with the 
following remarks : — 


(1) Examine your patient in good light to 
determine the nature and position of the 
F. B., and the line of treatment most 
suited to the case. 


(2) See if you have the necessary instruments at 
your disposal, If you have, attempt its 
removal with the aid of an assistant who 
will keep the child in proper position and 
fixed. If you have not, please impress 
upon the overanxious parents or relatives, 

_that no harm will be done by leaving a 
F. B. in the ear for a few hours till they 
can come to a hospital or see a specialist. 
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Warn them against the dangers of half- 


hazzard attempts at removal. 


(3) Do not use a forceps to extract a F. B. from 
the ear, because you will not only fail in 
your effort in nine cases out of ten but 
will actually cause harm to the patient by 
injuring the canal and driving the F. B. 
further in if not into the middle ear itself. 


FOREIGN BopigEs IN THE Nose 


I shall now deal with F. Bs in the nose. Here, 
gentlemen, you can often perform miracles when 
cthers have got tired of trying all the lotions and 
potions at their command to relieve the patient's 
complaints. Before | reveal to you the secret of 
this success, | shall take you through a brief survey 
of the general considerations of the subject, which, 
though it may appear boring to you, must of neces- 
sity be introduced in a general discussion of this 
nature. 


Here again, as in the case of the ear, our 
patients are mostly children, who push into their 
nostrils all odd things, which they come across while 
playing or crawling about on the floor. The list of 
such F. Bs, are varied, including among others, 
such common things as buttons, beads, pebbles, 
peas, beans, fruit-seeds, nuts, etc. 


Foreign-bodies may gain entrance into the nose 
through the posterior choanal aperture, though such 
accidents are rare. Here the F. B. consists chiefly 
of food materials or vomits. Something is accident- 
ally swallowed the wrong way and in the efforts at 
its arrest or expulsion it is forced through the 
posterior choanal aperture into the nose. The 
accident may also occur in neurosis of the soft 
palate. 

There is the other class of F. Bs. which may 
arise in situ, e.g. necrosed bone, rhinoliths, maggots, 
etc. 


The usual site, where the F. B. is generally 
lodged, is the inferior meatus, below the level of 
the vestibule, and away from the current of air. 


The signs and symptoms are generally unilateral. 
I want to lay particular emphasis on the word 
‘unilateral’, for this epithet alone, in the absence of 
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any other positive finding, will often point to a 
diagnosis of a F. B. in this region. The symptoms 
vary according to the size, situation and nature of 
the F.B. In the beginning, they are of the nature 
of an irritation inside the nose as evidenced by 
complaints of slight pain or discomfort, watering of 
the eyes and nose, sneezing, etc. If the F. B. is 
left undiagnosed for sometime, it sets up a certain 
amount of inflammatory reaction, as revealed by 
symptoms of nasal obstruction, and purulent or sero- 
sanguinous discharge. Frequent attacks of epistaxis 
also are not uncommon. 


It is not always possible to actually see the F. B. 
inside the nose, as it may be coated with thick 
discharge crusts or granulations. In all these cases, 
palpating the F. B. with a probe is absolutely 
imperative. 

I am now going to divulge to you the secret | 
mentioned before and for which you must be tensely 
waiting. It lies in the maxim, which we assiduously 
follow, namely ‘Unilateral nasal discharge, what- 
ever its character may be, in a child, without much 
constitutional disturbance, is almost pathognomonic 
of the presence of a F. B. in the nose.’" This maxim 
holds good, in my experience, at least in 90%, of 
cases. The only conditions with which any confu- 
sion, may possibly arise are membranous rhinitis 
and chronic ethmoiditis. In both these conditions. 
however, the lesions are generally bilateral and some 
constitutional disturbance is almost always present. 
In case of doubt, a bacteriological examination of 
the nasal swab and the use of a probe, will clinch 
the diagnosis. 


Coming to treatment, | want to impress on you 
the importance of holding the child in proper posi- 
tion. The child should be seated on somebody's 
lap, who should fix his legs in between his own; 
his hands should fix the upper part of the child's 
body, one hand fixing the arms and chest, the 
other fixing the head against his own chest wall. 
With the child so gripped, a bent probe should 
be passed into the nose beyond the F. B. which 
will be hooked out by a leverage movement of the 
probe. If it is difficult to hold or to keep the child 
in position, as is likely to be the case with grown 
up or refractory children, general anaesthetic is to 
be administered. 

In cases of rhinoliths or necrosed bone or any 
other F. B. which is too big to be removed intact 
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without causing severe injury to the nasal mucous 
membrane some sort of a forceps has got to be 
used to break up the F, B. before it is brought out 
in bits. 


FOREIGN BopiES IN THE THROAT 


I shall now pass on to the consideration of 
F. Bs in the throat. Here again the variety of 
objects, both in size and character, which gain 
entrance into the food and air passages is remark- 
able. I shall however, mention only those that 
generally get lodged in the oropharynx, which you 
may be called upon to deal with. Once they have 
travelled beyond this region, they need special 
instruments and technical skill for their detection 
and extraction and as such will not be of much inter- 
est to you. The articles that usually get lodged in the 
cropharynx, are the light, sharp-pointed things, 
such as fish and meat bones, pins, needles, etc. 
Heavier and smooth substances, e.g. coins, buttons, 
beads, fruit-stones, etc., generally pass lower down 
into the trachea or oesophagus. 


The causes responsible for the entrance of F. Bs 
into the throat appear to be inherent in human 
nature. The most important factor in adults and 
older children is the reprehensive habit of using 
the mouth as a sort of hold-all for objects, such as, 
pins, needles, tacks, nails, etc. The individual 
gets startled, coughs speaks, laughs or makes a 
sudden movement and with the succeeding long 
inspiration, the object passes down the throat. In 
smaller children there is a common tendency to 
introduce any object, whose size does not forbid, 
into the mouth from where it may easily slip down 
into the food or air passages. The factor of imita- 
tion is also important. The child sees the parents 
or the nurse putting all odd things into their mouths 
and nothing is more natural than to follow the 
example. Hurried eating is responsible for the 
lodgement of fish and meat bones and other hard 
substances in food. In general, we may regard 
carelessness as the main contributing cause in those 
who have reached years of discretion. In those 
cases however in which the F. B. gains entrance 
during anaesthesia, e.g. a tooth, artificial denture, 
small instruments, swabs, etc., the patient is inno- 
cent, but there is usually carelessness on the part 
of some one else. The insane are apt to swallow 
all sorts of strange substances, which may get caught 
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anywhere in the throat. These accidents are also 
predispored to by impaired sensibility of faucial 
mucous membrane, resulting from lesions of the 
central nervous system, e.g. bulbar paralysis. 


So long as the F. B. lies in the oropharynx, 
it will cause symptoms of irritation, such as, pain 
of a pricking character, increased by all attempts 
at swallowing, useless retching, etc. The patient 
generally gives a clear history of the accident, and 
the nature of the F. B., and may also indicate the 
situation where it is lodged. Here it is important 
to remember that the painful sensation left by a 
sharp-pointed substance in the pharynx, frequently 
persists for sometime after the F, B. has been either 
voided or successfully swallowed. In fact it is 
curious that F. Bs complained of in the pharynx are, 
in a large percentage of cases, quite imaginary and 
this is very true in cases of nervous females. 


Examination of a patient with a suspected F.B. 
in the throat should advisedly be made after anaes- 
thetising the pharynx and the base of the tongue 
with cocaine. This not only facilitates examination 
but also aids in the instantaneous removal of the 
impacted article with the necessary instruments, the 
manipulation of which in the non-anaesthetised 
throat is extremely difficult even in expert hands. 
The usual sites in the oropharynx, where the pointed 
F. Bs get lodged are, the tonsils, behind the anterior 
or posterior pillars of the fauces, the base of the 
tongue, the valleculae, the pyriform fossae, and the 
pharyngeal walls, in this order of frequency. One 
should carefully look into these regions before dis- 
believing the patients complaints. Sometimes a F. B. 
in this region is obscured from view by strings of 
thick mucus covering it or the substance may be 
too fine to be detected by sight, in which case their 
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location can be determined by the use of a probe 
or by digital examination. 


Once located the F. B. is easily removed with 
a suitable pair of forceps. No attempt should be 
made to dislodge a F. B. with the finger or by blind 
instrumentation, for there is always the danger of 
forcing the F. B. from a comparatively safe place 
to more dangerous situations with regrettable con- 
sequences. Only a few weeks ago | had to remove 
a fish-bone from near the cardiac end of the 
oesophagus, which had thus been forced down from 
the throat by the patient herself with her own 
fingers. 


] had a mind, gentlemen, to discuss briefly the 
signs and symptoms of F.Bs lodged lower down in 
the food and air passages but the time at my dis- 
posal does not permit me to do so, nor | myself 
feel bold enough to tax your patience any more 
than what | have already done. The subject of my 
discussion to-day is perhaps elementary, but if | 
have been successful in bringing forth their practical 
importance before your mind, | shall consider my 
labour and attempt amply rewarded. One word of 
caution, gentlemen, before | resume my seat. | 
have not introduced any new or original matter into 
the discussion, nor have | dealt extensively or com- 
pletely with the various lines of treatment that can 
be followed in these cases of F.Bs. As I have 
already mentioned in my prelude, | wanted to review 
the subject from a general-practitioner’s point of 
view and have therefore only outlined the general 
principles of examination and diagnos's, emphasis- 
ing on those lines of treatment which | consider most 
suitable for the busy practitioner to follow, 


(Lecture delivered at a Seminar Meeting of the Calcutta 
Branch, I1.M. A. on September 10, 1936) 
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Lung Abscess—A Clinical Consideration of 
101 Cases 


LEUTH AND SUTTON (Journ. of Lab. and Clinic. 
Med., July, 1936, page 1056) give an analysis of 101 
cases of nontuberculous lung abscess in patients 
ranging in age from || days to 66 years. Of these 
87 were solitary abscesses and were situated in every 
part of the lung but found most often in the right 
middle and lower thirds. The predisposing causes 
were upper respiratory infection 30%, oral opera- 
tions 11%, miscellaneous 16%, and undetermined 
30%,. Dullness, rales and suppressed breath sounds 
are the three important early physical signs. 
Successive x-ray films, bronchoscopic examinations 
and aspiration should be done to make early diagno- 
sis possible in order that effective treatment may be 
instituted from the start. 


Septic Endocarditis 
Horper (Lancet, July, 25, 1936, page 174) in his 


Osler Oration deals with acute and chronic septic 
endocarditis in their aetiology, clinical picture, 
pathogenesis and treatment, curative and prophylac- 
tic. He mentions amongst others the following 
peculiarities in the clinical picture: the fever, the 
presence of evidence of arterial embolism, absence 
cf arrhythmia, immunity of the fericardium and 
myocardium throughout the greater part of the dura- 
tion of the disease, anaemia with slight leucocytosis. 
The concept of septic endocarditis is according to 
him a focal sepsis in an inaccessible but vitally 
significant situation—inaccessible from the point of 
view of treatment by drainage and also in a sense 
to therapeutics of immunological and chemical sort. 
Prognosis is therefore 100%, fatal. Regarding treat- 
ment he avoids sera and vaccine as not only useless 
but harmful by bringing retrograde phase, and he 
advises open air treatment, simple blood transfusion 
with haematinic drugs. For attacking the septic 
focus he tried diathermy, x-ray and radium (bomb 
method) with only one success with the last method. 


He lays more stress on the prophylaxis and sums up 
the measures under four heads (|) to lower the in- 
cidence of rheumatism and scarlet fever and 
therefore of valvulitis, (2) to pay rigid attention to 
the hygiene of the mouth, nose, throat, nasopharynx, 
nasal sinuses and_ intestinal tract in cases of 
established valvular disease, (3) to avoid physical 
and mental strain specially when prolonged, and (4) 
to take extra care when subjects of valvular lesions 
are convalescing from acute infection. 


The Use of Calcium Gluconate as a Circulating 
Time Test 


GoLpBERG (Jour. of Amer. Med. Sci., July, 1936, 
page 36) writes that the arm to tongue circulation 
time, a relative index of the rate of blood flow 
through the lungs is a useful test of the functional 
efficiency of the circulation. The author describes 
a simple method which he tried in 156 normal and 
pathological cases. The test is as follows:—The 
patient is put to bed and his arm is kept at the level 
of the right auricle. After the insertion of the 
needle into the vein the tourniquet is removed and 
the circulation is remitted to return to normal when 
3 to 5 cc. of a 10% solution of calcium gluconate 
is very rapidly injected and the time is noted with 
a stop watch when the patient first notes the hot 
sensation in his pharynx. ‘The time taken for com- 
pleting the injection is subtracted from the total 
circulating time. No untoward effect has been 
observed viz thombosis etc. by such rapid injec- 
tions. The avthor notes that the test gives the 
normal reading of the circulating time as 10 to 16 
seconds with the average of 12°5 seconds and he 
observes that this time is increased in hyperthyroid- 
ism, slowed in cardiac failure and that the test is 
of value in differentiating cardiac asthma from renal 
asthma and cardiac oedema from renal oedema. 


Quinidin Treatment of Auricular Fibrillation 


CAMPBELL AND GORDON (Quarterly Journ. of 
Med., April 1936, page 205) in reporting the after- 
results of treatment of auricular fibrillation with 
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quinidin which have been followed in two series 
of patients, one first treated in 1923-8 and the other 
in 1929-34 observe that quinidin restored the nor- 
mal rhythm in 64% cases and failed to do so in 
36), (total cases treated being |!36) and that of the 
cases in which the rhythm was restored 34%, still 
maintains it after an average period of 4 years and 
30%, had relapses after an average period of 2 years. 
The success of quinidin depends on the careful 
selection of suitable cases and the duration of 
fibrillation before treatment, the size of the heart 
and the aetiology are all important in estimating the 
chance of restoring it for a long period. Thorough 
digitalisation is necessary before starting treatment 
with quinidin and any infection, however trivial may 
prevent success. The success depends on the 
absence of (1) congestive failure, (2) a greatly enlarg- 
ed heart and (3) a long history of fibrillation and 
when these conditions prevail digitalis should be 
preferred. When mitral stenosis is present these 
above mentioned conditions, must be strictly observ- 
ed before quinidin is started. Serious complications 
following quinidin are rare except the possibility of 
embolism which is not a grave risk. 


Treatment of Diabetic Coma 


Cann (Journ, Amer. Med Sci., July 1936, page 
23) deals with the main principles of treatment of 
diabetic coma viz., (1) to combat organic acidosis 
or ketonaemia by insulin, (2) to combat dehydration 
through lack of fluid intake, vomiting and acidosis 
by large amount of normal saline and (3) to combat 
inorganic acidosis through depletion of the alkali 
reserve of the body with low CO, combining power 
by administration of sodium bicarbonate. The 
latter can be given in 1000 to 1500 c.c. of a 5%, 
solution by duodenal tube or 3 gms. of sodium 
bicarbonate in a 7:5%, solution intravenously and 
there is often dramatic clinical and chemical im- 
provement. The author lays stress on the third 
factor viz., inorganic acidosis which is the cause of 
severe and persisting coma, often insulin resistant 
and he notes that “‘the administration of sodium 
bicarbonate may be and sometimes certainly is a 
life-saving measure 


Calcium in the Treatment of Epididymitis 


McLAcHLan (Br. Journ. of Vener. Disease, April 
1936, page 109) reports favourably on the use of 
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calcium salts by injection in acute gonorrhoeal 
epididymitis and salpingitis. The injections should 
be started as early as possible and they are given 
either intravenously or intramuscularly daily for 3 or 
4 days, then on alternate days or twice weekly over 
a period of seven to fourteen days. Calcium, the 
author writes, curtailed the period of disability, 
relieved pain and lessened the permanent tissue 
damage. Of course, the other time-honoured proce- 
dures viz., rest, support, hot or cold applications 
etc. have to be continued. 


Gentian Violet in Skin Disease 


FLoraNce. (Med. Journal of Australia, April 
1936, page 466) writes that he has found a 2%, 
watery solution of gentian violet to be of great bene- 
fit in impetigo, impetiginized eczema, intertrigo, 
eczematoid ringworm of the feet and hands, parony- 
chia and seborrhoeic dermatitis. The drug is of no 
great help in deepseated pustular conditions e.g., 
furunculosis and sycosis. The author advises the 
use of olive oil or vaseline to prevent the skin getting 
cracked or fissured after use of gentian violet over 
a large area. 


Suppositories of Mercury for Oedema 


FouLTton (New England Journ, Med., May 28, 
1936, page 1092) reports successful results with 
suppositories of *‘ mercurin”’ as efficient diuretic in 
oedema of cardiac origin. After thorough digitaliza- 
tion and when the patient is given ammon. chloride 
| gm. thrice daily for 3 or 4 days the patient gets 
the firet thing in the morning the suppository contain- 
ing 500 mgm. of the mercurial salt of mercuropurin 
following a cleansing enema. ‘This process is 
repeated at the interval of 4 to 6 days, ammon. 
chloride being continued daily without break. The 
diuretic effect is very good often starting one to 
3 hours after the insertion of the suppository and 
the latter has been found to have no local irritating 
action whatsoever. 


SURGERY 


Some Thoughts on the Probable Causes 
of Non-Union of Fractures 


TURNER (Journ. of Bone and Joint Surgery, 
July 1936, page 393) writes that the study of the 
biological process in cases of fractures shows that 
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there is a temporary rarefaction reflexly starting from 
the traumatic irritation of the nerve branches which 
supply the bone and the periosteum and when this 
irritation subsides this rarefaction stops and is re- 
placed by deposition of lime salts in the newly 
formed callus and the decalcified ends of the frag- 
ments and ultimately a bony union takes place. In 
some cases this irritation persists and prevents the 
natural healing process. The author lays great 
stress on the unusual involvement of the sensitive 
nerve branches due to trauma or to methods of 
treatment as an etiological factor in the non-union 
of a fractured bone and notes that fractures of the 
forearm and leg are more prone to non-union be- 
cause of the profuse and diversified innervation. 
In all slowly healing fractures the possibility of the 
involvement of the peripheral nerve branches must 
be taken into consideration and the x-ray examina- 
tion should not be limited to the immediate site of 
injury as decalcification often extends towards the 
most distant part of the limb and the presence of 
decalcification is a positive proof of existing trau- 
matic neuritis. The author reports several cases 
with x-ray films showing the influence of traumatic 
neuritis on the non-union of a fractured bone. 


Perforated Peptic Ulcer 


Baitey (Lancet, August |, 1936, page 249) in 
a lecture delivered at British Post-Graduate Medical 
School gives an analysis of 170 perforated ulcers 
(gastric and duodenal). He observes that of these 
107 patients, 10 only were women, 12 were over 
sixty years and 2 were octogenarians, that nearly 
40%, of the patients had been perforated for more 
than 12 hours before they were admitted for’ opera- 
tion while in 15% over 20 hours had elapsed, and 
that the pulse rate in the early cases was compara- 
tively slower—of 63 cases perforated under eight 
hours 5! had a pulse rate under 100 usually in the 
80°s. Death occurred in 29 instances and the causes 
of death were chest complications 8, general peri- 
tonitis 6, shock 5, haematemesis 3, pulmonary 
embolism 2, subphrenic abscess 2, intestinal obstruc- 
tion 2, congenital cystic kidney | and in almost all 
the fatal cases the diagnosis was verified by 
necropsy. In treatment simple suture was done, 
combined when necessary, with reinforcing the 
suture line by an omental graft. Posterior 
gastroenterostomy was done in addition in many 
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cases. A drainage tube was left in the rectovescical 
pouch for 48 hours which saved life from peritonitis 
and pelvic abscess. Just before the operation 
morphine sulphate was given in quarter grain dose 
and continuous intravenous saline was also adminis- 
tered before and during operation. The operation 
was done under local anaesthesia and when the 
peritoneum had been reached a small dose of 
Evipan was added to the intravenous saline that 
was being continued and there was seldom any 
necessity to add a second dose of Evipan to finish 
the operation. ‘The saline before, during and after 
operation mitigated shock and the absence of a 
general anaesthetic helped to prevent the chest 
complications. 


The Sediment Rate in Surgical Conditions 


Kunz (Journ. Amer. Med. Assoc., August |, 
1936, page 267) spoke at a recent session of the 
Vienna Surgical Society on the value of observing 
the velocity of sedimentation in the blood of surgical 
patients. He observes that though the true nature 
of the reaction has not been determined it is believ- 
ed that in certain pathologic processes substances 
enter the blood which accelerate the sedimentation 
speed in resorption of inflammatory substances or 
in absorption of the products of decomposition. 
The sedimentation speed is of practical value in 
diseases of the bones and joints in (a) differentiating 
inflammatory process from a non-inflammatory one 
(b) detection of tuberculous alterations, (c) evaluat- 
ing the success of the therapeutic measures adopted, 
(d) determining if a diseased joint will regain its 
function or an orthopoedic intervention is necessary 
and also (e) determining whether a pulmonary tuber- 
culosis patient should receive surgical treatment. 
It has a prognostic importance after radical opera- 
tion in malignant tumors in as much as that if the 
rate returns quickly to normal, recovery is expected 
but if there is a renewed increase relapse or 
metastasis is certain. In abdominal surgery the 
sedimentation speed helps in differentiating an 
adnexitis from an acute appendicitis and also in 
recognising various forms of cholelithiasis and its 
complications. The sedimentation rate remains 
normal in gastric and duodenal ulcers and remains 
so during the first few hours after perforations. An 
increased rate in the latter denotes an inflammation 
of the perforated organ or its surroundings where 
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as the normal rate indicates only perforation of the 
ulceration. 


Aneurism of Abdominal Aorta 


KaMPMEIER (Amer. Journ. of Med. Sci., July 
1936, page 89) in reporting 68 cases of aneurism of 
abdominal aorta out of 215,516 admissions to the 
medical ward of the New Orleans Charity Hospital 
during the last 30 years observes that majority were 
physical labourers and got it between 35 and 45, 
that 57% had either historical or immunologic evi- 
dence of syphilis, that very few had arteriosclerosis, 
and that tuberculosis of trauma was of no import 
as etiological factor. Pain localised or scattered, 
palpable tumor associated with expansile pulsation 
and often a systolic bruit and x-ray film showing 
erosion of the vertebrae without destruction of 
intervertebral discs were the most important features. 
Death occurred in majority within 6 months from 
the first appearance of the symptoms and was due 
in most cases to rupture of the aneurism as 31 out 
of 38 patients who were autopsied showed that 
death was due to haemorrhage. Though sudden 
exsanguination was most frequent yet a considerable 
number of patients died of slow bleeding. 


OBSTETRICS AND GYNAECOLOGY 


Unavoidable Haemorrhage 


BERKLEY (Journ. of Obstet. and Gynaeco. of the 
British Empire, June 1936, page 393-435) gives a 
statistical study of 5,107 cases of placenta praevia 
collected from the leading Obstetric Hospitals in 
Great Britain, occurring mostly during the last 5 
yeare—the frequency being | in 98 cases. Though 
occurring more frequently in multiparae than in 
primiparae (79:9: 20:1) individually it is commonest 
during the first pregnancy, the incidence steadily 
diminishing as the number of pregnancy increases. 
Though the usual teaching in text-books is that as 
a rule there is history of repeated small haemorr- 
hages in these cases, the writer finds that only in 
about one-third of the cases (where such data are 
recorded) were there any such history and in a great 
majority the initial bleeding was severe enough to 
call for immediate treatment. Regarding the period 
of pregnancy it is found that 69% of the cases came 
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in at the 36th week or later i.e., after the period at 
which the foetus has a good chance of survival. 
Regarding the type of placenta praevia the different 
nomenclatures used in different hospitals causes con- 
fusion but incidence of the placenta completely 
covering the internal os is 23% and partly covering 
20:7%. His remarks with regard to the treatment 
are interesting. Though it is generally held that 
mother must have the first consideration, in view of 
the high proportion of cases which come in after 
completing 36 weeks, the writer has in his review 
endeavoured to find out method or methods that 
offer the best chances to mother and baby but he 
condemns temporising in an attempt to give the baby 
a better chance in cases that come in a little before 


36 weeks. 


Where the internal os is completely covered and 
the patient is 36 weeks pregnant or over, the best 
results are obtained by caesarean section with a 
maternal mortality of 41° and a foetal survival rate 
of 841%, (i.e., where the baby was born alive and 
lived). For similar cases treated by bipolar version 
maternal mortality is 7:9°%, but fcetal survival rate 
is only 145%, while the figures in cases treated by 
pulling down a leg in breach cases are 16°1°%, and 
344%, respectively. In cases under 36 weeks the 
advantage of caesarean section is not so well- 
marked, the maternal mortality being 65% as 
against 3°5% in pulling down a leg in breach cases 
but the foetal survival rate is 38:4°%, as against 
35%, by the latter method. Berkeley's comment is 
that in the cases over 36 weeks caearean section 
should be done whether the baby is dead or alive 
as this offers ever so much better chance for the 
mother. 


Where the internal os is partly covered the best 
results from the mother’s point of view are by 
simple rupture of the membranes (when this suffices 
in checking haemorrhage) with a maternal mortality 
of only 1:2%, followed by caesarean section 1:7 %,, 
bipolar version 3°4%, and expectant method 3-6%,. 
The order of foetal survival rate is caesarean section 
89:2%,, expectant treatment 77:1%, rupture of 
membranes 59:7°, and bipolar version only 29:9%,. 
In view of the slightly worse maternal mortality 
(4%) as against a 295%, better foetal survival rate. 
Berkeley still justifies caesarean section. Bipolar 
version has nearly the worst maternal mortality and 
by the worst foetal survival rate in these cases. 
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With scalp traction, internal version and forceps 
though maternal mortality is nil, the number of cases 
so treated are too small and the foetal survival rates 
are low. One advantage, however, of scalp traction 
is the quick and comparatively easy manipulation as 
against the more elaborate manipulation of bipolar 
version which itself may cause free bleeding. 


When the os is not covered at all by the placenta 
the writer's opinion is that the cases are apt to 
be over treated. 54 cases of caesarean section were 
done in those cases when 36 weeks pregnant or over 
with 9:2%, maternal mortality and even allowing for 
a 925% foetal survival rate, this is too high a price 
to pay. But there is a suspicion that owing to con- 
fusion in terminology some cases belonging to previ- 
ous groups might have been included and that there 
was probably good reason why the operations were 
done. The figures in cases under 36 weeks are 
worse viz. 125% and 37:5% respectively. In 
Berkeley's opinion the correct attitude should be 
“wait and see’. The result is 267 cases without 
a single maternal death and foetal survival rate of 
717% (including cases both over and under 36 
weeks). The next best results are with simple 
rupture of membranes 0°7°%, and 742%. 


The general principles of treatment are stated 
as follows: — 


|. Control bleeding as soon as possible and in 
this connection he advocates packing 

(a) When there is dangerous bleeding before 

the patient can be removed to a hospital. 

(b) When the condition of the patient is so 

serious that active treatment is inadvisable. 

(c) Where there is sudden and severe bleeding 


after a vaginal examination and _ the 
obstetrician is unprepared for other 
methods. 


But packing must be efficient, which is not 
always the case and it must be done under strict 
aseptic conditions. 

2. Combat shock if such be present. 

3. Do not make a vaginal examination unless 
prepared at once to embark on an appropriate 
treatment. 

4. Do not hasten delivery except in cases of 
caesarean section. 


5. Perforate the placenta, if necessary, with a 


CURRENT MEDICAL LITERATURE 27 


sharp instrument—a blunt instrument may cause 
dangerous separation of placenta. 

6. The patient should be treated in a hospital 
where possible. 

7. Strict asepsis must be maintained. 


PATHOLOGY AND BACTERIOLOGY 


Significance of Monocytes in 
Agranulocytosis 


ROSENTHAL AND ABLE (Amer. Journ. of Clinical 
Pathology: May, 1936 page 205) write that agranu- 
locytosis is characterised by profound leucopenia 
and neutropenia and differentiate three main types 
at the onset of symptoms according to the predomi- 
nance of certain cells viz. (1) agranulocytosis with 
relative lymphocytosis (2) agranulocytosis with 
unusual monocytosis (leucopenic infections mono- 
cytosis) and (3) agranulocytosis with hypoleucocytic 
angina without much change in the differential count. 
They then discuss 14 cases of agranulocytosis with 
monocytosis some of which showed definite relation 
to certain durgs. ‘lhe authors complain that marked 
monocytosis in certain cases of agranulocytosis has 
received little attention and there is in some of them 
an actual absolute increase in the percentage of 
these cells. They then describe the distinguishing 
features of monocyte with ordinary and supravital 
stainings. The authors note that increased mono- 
cytosis gives better prognosis in this disease, 17 out 
of 22 cases of their series having recovered. 


Nonfilament Leucocyte Count After Coronary 
Occlusion 


GoopricH AND SmitH (Amer, Heart Journ., May 
1936 page 581) investigated in 15 cases of coronary 
artery occlusion the total leucocyte counts: and 
differential counts according to the usual type as 
well as filament nonfilament counts and plotted the 
result graphically. Their observation show that 
(i) the total white cell count is inrceased in the first 
four days usually from 13,000 to 18,000 and the 
average total count is slightly higher in cases which 
died than in cases which recovered, (ii) that polymor- 
phonuclear cells are increased in number, more so in 
the fatal group than in the recovered group, (3) that 
there is a shift to the left often pronounced in them 
and the average nonfilament curve is almost twice 
as high in fatal cases as in the cases which recovered 
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and (4) that eosinophiles were absent at the beginning, 

16%, on the 15th day. The authors conclude that 
these combined examinations indicate prognosis in 
coronary occlusion better than the simple total 
leucocyte count, 


Tissue Lymphocytes in Prognosis 
of Lymphgranulomatosis 


ROSENTHAN (Archives of Pathology, May, 1936: 
page 628) after clinical observations of 63 cases of 
Hodgkin's disease and tissue examination of post- 
mortem specimens in 29 instances reports that the 
duration of life after the onset of the disease is pro- 
portional to the predominance, subordination, and 
absence of lymphocytes and lymph nodules in lymph 
nodes. The author suggests that some methods 
must be devised to stimulate the lymphoid elements 
of the body so that the progress of the diseases may 
be checked. 


A Simple Test for Latent Jaundice 


BRODRIBB AND CULLIAN (Lancet, May 30, 1936: 
1237) describe a simple test which detects slight rise 
of the bilirubin in the blood and is useful in the 
diagnosis of hepatic or biliary disease. The test is 
as follows:—a small area of the skin free from 
freckles is cleaned with spirit and one minim of a 
sterile solution of 0. | mgm. of histamine is injected 
intradermally so as to produce a bleb. In 10 to 20 
minutes the wheal when examined is definitely 
yellow compared with the normal skin and this 
yellow color is increased by the pressure of a glass 
slide or by stretching the bleb between two thumbs. 
This is due to abnormal permeability of the capillaries 
for bile pigment produced by the histamine. The 
authors found the test very simple and reliable in 
determining the presence of latent jaundice even 


when the bilirubin concentration in the blood has. 


risen just above 0:5 mg. per cent. whereas the skin 
and sclerotics do not become yellow unless the 
bilirubin concentration rises to 2°5 mg. per cent. 


Pneumococcal Septicaemia with Organisms 
in the Blood Film 


Harpy (Lancet, July 25, 1936: page 189) reports 
a fatal case of pneumococcal septicaemia with 
pneumococci in the blood film. She was admitted 
into the Mile End Hospital with fever, delirium and 
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haemorrhages on face, arms and legs and a haemorr- 
hagic vomitus with no abnormal signs in chest, abdo- 
men and central nervous syestem. On examination 
of the blood smears stained by Leishman’s method 
there was a definite leucocytosis and diplococci 
morphologically resembling pneumococci were 
present in large numbers. The culture of the blood 
showed luxuriant growth of pneumococci which were 
classified as type IV. 


PHYSIOLOGY, NUTRITION 
AND BIOCHEMISTRY 


Effect of Vitamin ‘B’ on Carbohydrate 
Metabolism 


Lajos, (Biochem. Ztschr., Vol. 284: 1936 pages 
279-288) reports that liver glycogen, muscle glycogen 
and blood sugar were estimated in adult rats which 
had been starved for four days and then given, 
intraperitoneally, glucose, glucose and insulin or 
glucose and vitamin B as acid clay adsorbate from 
rice polishings. The estimations were made at varying 
intervals up to 4 hours after the injections, and the 
results compared with those obtained with normally 
nourished animals and others starved completely for 
four days. ‘The injection of vitamin B with glucose 
resulted in increases in liver and muscle glycogen, 
greater than those observed when glucose was in- 
jected alone, and comparable with those observed 
when insulin was given with glucose, but the rate of 
increase was slower than with insulin. The effect 
of vitamin B, on glycogen formation would therefore 
seem to be similar to that of insulin, though less 
rapid. The blood sugar, after glucose injection, 
continued to rise for 100 minutes; when vitamin B, 
was also given it fell slowly at once, but did not 
fall below the fasting level as when insulin was given. 
Again the effect of the vitamin appeared to be 
similar to that of insulin, though not so marked. 
(Nurtrition Abstracts & Reviews: Vol 6: No. |. July 
1936: page 66) 


Carbohydrate in Dietary Treatment of Allergic 
Conditions 


LEWIN AND HIS ASSOCIATES (Problems of Nurtrition, 
Moscow: Vol. 5: No. |: 1936 pages 135-142) observe 
“that excess carbohydrate in the diet was a probable 
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cause of periodic exacerbation of allergic reactions 
and restriction of carbohydrate proved a useful non- 
specific method of desensitising allergic patients. 
It is considered that the whole problem of the im- 
portance of dietary carbohydrate in actute rheu- 
matism, bronchical asthma and allergic skin con- 
ditions requires investigation,’’ (Nutrition Abstracts 


and Reviews: Vol. 6: No. |: July, 1936: page 208). 


Urine Secretion & Pituitary Extract 


MELVILLE (Journ. of Physiology: Vol. 87: No. 2: 
July 21, 1936: page 129) experimentally shows 
that in dogs, unanaesthetised or anaesthetised 
with sodium phenbarbital the diuretic effect of 
posterior pituitary extract is greatly augmented 
by giving the animal sodium chloride before- 
hand. This action is also evident, although 
less pronounced, when potassium chloride or 
sodium nitrate is substituted for sodium chloride; 
but it could not be demonstrated when sodium sul- 
phate was used. The data confirm the hypothesis 
that the diuretic effect of posterior pituitary is essen- 
tially due to a salt mobilizing action. This salt mobili- 
zation action leading to diuresis is not in any way 
related to the anti-diuretic effect of the drug. Regard- 
ing the anti-diuretic effect of posterior pituitary, the 
author is not in a position to explain the anomaly 
why the oral administration of 300 c. c. water to 
anaesthetised dogs leads to diuresis which is in- 
hibited by post-pituitary injection; while the intraven- 
ous injection of same quantity of water over a period 
of | hour leads to anti-diuresis, which after injection 
of post-pituitary is followed by diuresis. 


Antiketogenic Action of Insulin 


Mirsky (Amer. Journ. of Physiology: Vol. |16: 
No. 2: July i, 1936: page 322) observes that insulin, 
a physiological agent and ergotamine a pharmacolo- 
gical agent inhibit production of acetone bodies, 
which normally result from administration of 
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a neutralised alkaline extract of anterior pituitary. 
Since post. pitutary is effective only in the presence 
of liver, it is probable that these substances exert 
their anti-ketogenic effect on liver. The mechanism 
of anti-ketogenic action of insulin and ergotamine is 
discussed and it is suggested that these substances 
owe their action to anti-glycogenolytic action. The 
mechanism of ketone formation in liver is suggested 
to be due to increased catabolism of non-carbohy- 
drate food-stuffs (gluconeogenesis) in presence of a 
relative decrease in carbohydrate available for 
oxidation by cells of liver as occurs in carbohydrate 
starvation and acclerated hepatic glycogenolysis. 


Influence of Milk Constituents on the 
Effectivness of Vitamin D 


SUPPLEE, ANSBACHER, BENDER AND  FLANIGAN 
(Journ. Biol. Chem.; Vol. 114: 1936: page 95) 
observe that the superior antirachitic property of 
irradiated milk is due to the formation of a double 
compound between the lactalbumin of the milk and 
vitamin D and that this compound (called *‘symplex’’) 
has much greater potency than a simple mixture of 
lactalbumin and vitamin D. 


The Relation Between Total and Free 
Cholesterol in Human Blood Serum 


Spery (Journ. Biol., Chem: Vol. 114: page 125) 
reports that the percentage of free cholesterol in total 
cholesterol was determined in 126 samples of blood 
serum and found that the minimum amont of free in 
total cholesterol was 24%, and the maximum was 
30°1.%, the average being 26°9°%,. He further observes 
that exceptionally high values (over 31%) were found 
only in the presence of infection and liver diseases. 
The author notes that this percentage of free in total 
cholesterol appears therefore to be a physiological 
constant which may be of considerable value in the 
study of cholesterol metabolism and in pathology. 
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MEDICAL NOTES AND NEWS 


FIRST TUBERCULOSIS CLINIC IN 
NAGPUR 


Early in September last His Excellency Mr. E. 
Raghvendra Rao laid the foundation stone of the 
first Tuberculosis Clinic in C. P. at the Bapurao 
Dada Hospital at Itwari before a large and 
distinguished gathering of officials, Municipal 
members and the elite of the city including several 
ladies. 


Col. N. M. Wilson, Inspector-General of Civil 
Hospitals, among other things dwelt on the genesis 
of this Institution and the part it would play in the 
welfare of the people of the province. 


THE LEAGUE OF NATIONS AND 
DRUG ADDICTION 


In a report published by the League of 
Nations, the number of drug addicts in the world 
is. estimated at 2,000,000, of which 30,000 are in 
Britain. This number does not include opium 
smoking, a vice to which millions are addicted. 
The advisory committee on the opium traffic, now 
sitting, has found that in the last five years the 
price of illicit morphine has increased from $10 to 
$130 an ounce. This is due to the increased restric- 
tions, which make the drug more difficult to 
obtain. Traffickers have had to resort to stealing 
from pharmacists. In China the police are using 
dogs, which can scent opium when it is cleverly 
concealed by a smuggler or addict. Mr. Fuller, 
the United States representative, has suggested to 
the advisory committee the need for greater restric- 
tions in harbors and in vessels in port. 


The Chinese government has appealed to the 
league for the cooperation of the governments 
concerned in ending the illicit drug trafic. The 
investigations undertaken on behalf of the league 
have shown that the situation in China is partly 
due to the inadequate penalties imposed by Japan 
on Japanese drug traffickers. Accordingly the 


committee of the league noted with satisfaction the 
measures already taken by the Chinese government 
for suppressing the clandestine manufacture and 
illicit trafic. The committee also addressed an 
earnest appeal to Japan to apply effective penalties. 
It also recommended all governments to prevent 
their nationals from engaging in the traffic in China. 
In the course of the discussion the Japanese delegate 
referred to the statements by Colonel Sharman of 
Canada that Japan was the source of smuggled 
drugs obtained after the arrest of traffickers in 
Vancouver. He said that for some time the 
authorities at Kobe had been giving attention to 
the increased drug trafic with North America. 
The result was the arrest of twenty-six persons who 
constituted the center of an organization responsi- 
ble for many of the cases reported from the Pacific. 
The Vancouver case was being studied by the 
Japanese government. (Jour. A. M. A: July 18, 
1936: Vol. 107: No. 3: page 222). 


THE DOCTOR AS AN EXPERT WITNESS 


St. Clair Adams has formulated out of his own 
and the experience of others, a body of rules for 
expert medical witnesses which might be usefully 
considered, as follows: 


1. ‘* In all cases in which your opinion is asked, 
arrange for a definite fee for an investigation of 
the case and for your opinion on the facts set 
before you, but with the express understanding 
that you are not to undertake to be witness unless 
you are entirely satisfied as to the merits of the 
case. Make no agreement for compensation based 
on a contingency or proportionate to a recovery. 
Such contracts smack of champerty and _ tend 
strongly to induce perjured testimony. They have 
been frowned on by the courts and held to be 
against public policy. 


2. Before going on the witness-stand make 
yourself thoroughly familiar with all the facts upon 
which you are to testify. 
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3. After acquainting yourself with all the facts 
bearing upon the case and carefully considering the 
opinions you would deduce from them, it is well 
to refresh your memory by reference to the views 


held by standard writers in relation to the subject 
in hand. 


4. Have a conference, if possible, with the 
experts of the other side for the purpose of inter- 
changing views. 


5. Refuse to give evidence as an expert if you 
have the least doubt as to the correctness of your 
opinion founded upon the facts adduced. 


6. On the witness-stand let your bearing be 
dignified and grave; remember that the settlement 
of valuable property rights or the conviction or 
acquittal of a human being may depend upon your 
testimony, and avoid, therefore, any flippancy of 
manner. 


7. In testifying use plain and simple language, 
avoiding technical medical and scientific terms 
wherever possible. Common Anglo-Saxon termino- 
logy appeals best to the average judge and juryman. 


8. Never qualify as an expert upon any branch 
of medicine in which you have never specialized. 
To illustrate: if you are a pathologist, refuse to 
qualify as a clinician, surgeon or neurologist. It 
is dishonest to dress yourself in borrowed robes. 


9. Remember that your answers to questions 
are taken down, recorded, and often printed, and 
that the evidence you give this day may be re- 
investigated at a subsequent trial, and your opinion 
in this case brought before you in some other case, 
so that you should clearly understand each question 
put to you, and answer it deliberately, carefully 
and coherently. 


10. Answer directly and simply the question 
which is asked, volunteering nothing beyond what 
is required to place the facte or opinion requested 
clearly before the court. You will sometimes be 
asked in cross-examination to answer a question by 
or only, and in case such mono- 
syllabic replies are not misleading you should 
answer in this way, but if, as is often the case, 
they give only a part of the truth, it is your duty 
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and your right to explain your answer, so that it 
may entirely represent your views. 


11. It is sometimes difficult for a witness to 
avoid the unconscious bias which makes him 
involuntarily hesitate to answer directly a question 
when he sees it may do harm to the side that em- 
ploys him; but you are there “‘to tell the truth, 
the whole truth, and nothing but the truth”, 
whether it is good or bad for one party or the 
other, and your straight unbiased answer to every 
question of examiner and cross-examiner will do 
much to dignify your testimony and to impress the 
jury with the sincerity and value of your statements. 
Never answer in such a manner as to allow even 
a remote suspicion that you are a partisan. 


12. The cross-examiner may attempt to irritate 
you by his manner or by the character of his ques- 
tions. It is almost needless to say that when he 
does this, he considers it a part of h's duty to his 
client. He will usually resort to any legitimate 
means to minimize the value of your testimony, 
and will sometimes use even questionable methods 
to accomplish this. Be careful, clear, honest, and 
take no offence. You will then deprive him of 
one of his weapons. 


13. If asked a question, the answer to which 
you do not feel certain of, do not hesitate to say 
so. It is the wisest witness that knows when to 
say, do not know 


14. You may be asked if the work of such and 
such a writer is an authority, and upon assenting 
to this, quotations may be cited in opposition to 
the facts you may have given. Remember that in 
science, facts themselves are the only authority and 
that a book simply represents an attempt to present 
these facts. Books are, therefore, not in them- 
selves authorities. Being eure of your facts, do not 
allow your judgment to be shaken, however great 
the reputation of the writer, for even the authors 
of books are mistaken sometimes and may miestate 
the known facts. If you desire quotations from 


other writers to substantiate your statements, you 
can arrange with the lawyer engaging you to lay 
such relevant matter before the jury either through 
(From an 
State 


yourself or other expert witnesses.” 
address delivered before the Louisiana 


Medical Society, Lake Charles). 
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THE OFFICIAL GRADING OF MILK 


The Minister of Health London has issued a 
rew milk order to improve and simplify the special 
designations of milk. The present designations are 
“certified,” ‘‘grade’’ A  ‘“‘tuberculin tested’’. 
“grade A’’ and “‘pasteurized."” So many grades 
have been found to create confusion and some 
of the designations do not give consumers a 
clear indication of the nature of the milk pur- 
chased. The number of grades is to be reduced 
to three: “‘ tuberculin tested,’’ accredited and 
** pasteurized."’ ‘* Tuberculin tested’ replaces 
the existing “‘ certified and grade’’ A (tuber- 
culin tested), which both come from hards subjected 
to a stringent test for the absence of tuberculosis. 
* Tuberculin tested “’ will in future be the only 
designation. This milk may, if desired, be 
pasteurized, when it must be sold as “ tuberculin 
tested milk (pasteurized)."’ It will then have the 
double security of tuberculin testing (as a safeguard 
against bovine tuberculosis and pasteurization as a 
safeguard against all milk-borne diseases). 
‘'Tuberculin tested milk’ will be subjected to 
tests for ensuring cleanliness and good keeping 
qualities, but, because of the need for simplifica- 
tion, the specially stringent bacteriologic test applied 
to “‘ certified milk’’ is not retained. The other 
characteristic of ** certified milk "’ was that it had 
to be bottled on the farm. When this is done the 
designation “‘ tuberculin tested milk (cert’fied)’’ will 
be permitted. 


** Accredited milk ’’ will be subject broadly to 
the same conditions as the former “* grade A’; i.e., 
it will be raw milk from cows regularly inspected 
by a veterinary surgeon but not tuberculin tested. 
lt will be subjected to the same bacteriologic tests 
as tuberculin tested.’” The designation will indi- 
cate that it comes from herds of producers enrolled 
under the accredited producers’ scheme, of which 
there are now nearly 16,00. When it is bottled on 
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the farm, “farm bottled’’ may be added. 
** Pasteurized milk ’’ will be as at present, milk that 
has been held at a temperature of 145°F. for thirty 
minutes. 


The present method of prescribing the bacterio- 
logic standard by a plate count test of 200,000 
bacteria per cubic centimeter will be superseeded by 
a color test recommended by the Medical Research 
Council, but the test for coliform bacilli will be 
retained. 


RADIOLOGY IN THE MEDICAL 
CURRICULUM 


The teaching of radiologic anatomy and attend- 
ance on lecture courses in radiology and at the x-ray 
department are now required only in certain medical 
schools. The committee of the Royal Society of 
Medicine, America has made the following recom- 
mendations: Instruction in the physics of radia- 
tion should be given in the preclinical period. 
Radiology should be used when practical in the 
teaching of anatomy, physiology and pathology. 
Instruction in the use of xrays in diagnosis and of 
x-rays and radium in treatment should be required 
in the clinical period of the curriculum. This may 
be accomplished: |. By combined teaching by 
the clinician and radiologist. 2. By the radiologist 
conducting demonstrations in the x-ray department 
on selected films. Physicians and surgeons should 
attend these demonstrations and take part in the 
discussions. 3. By including lecture demonstra- 
by a radiologist in the course of lectures on medi- 
cine and surgery. 4. By forming in exhibition of 
roentgenograms illustrating clinical cases. The 
scheme to be adopted is left to the individual 
schools, but a combination of | or 2 with 3 and 4 
is considered most satisfaciory. 
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BENGAL PROVINCIAL BRANCH 


Minutes of proceedings of a meeting of the 
Indian Medical Association, Bengal Provincial 
Council, held on Sunday, the 16th August, 1936, at 
7 p.m. at the Association Hall. 


Members present : — 


Dr. D. P. Ghosh (in the cha’r). 

Drs. S. C. Sen Gupta, K. S. Ray, N. R. Sen 
Gupta, C. C. Basu, B. K. Ghosh (Barrack- 
pore), Nani Lal Ghosh (Howrah), A. K. 
Sen, K. C. Chakraborty, A. D. Mukherji. 
J. C. Banerjea, P. C. Chakraborty, B. N. 
Ghosh, A. K. Chakraborty, P. C. Rakshit, 
R. C. Sen and T. N. Ghosh. 


|. The proceedings of the last meeting held on 
2%h March, 1936, were read and confirmed. 


2. The statement of accounts for the period 
ending 3lst July, 1936, was placed before the meet- 
ing and was inspected. 


3. Considered a letter dated 10-6-30 from the 
Secretary, Comilla Medical Association, regarding 
the payment of the arrears in the contribution due 
from the branch to the Provincial Branch. 


Resolved that letters be written to the indivi- 
dual members of Comilla Branch by the Secretaries, 
Bengal Provincial Branch, with a request to revive 
the branch and also resolved that Dr. K. S. Ray, 
Capt. N. N. Dutt and Dr. K. C. Chakraborty be 
requested to write to the influential members of 
the branch with a view to its revival. 


4. Resolved that attempts be made to start 
branches of the Indian Medical Association at 
Howrah, Serampore, Chandernagore, Bhatpara. 
Mymensingh, Barisal and other important towns of 
Bengal, and a sub-committee cons‘sting of the 
following members be formed to take necessary 
steps in the matter: — 


Drs. P. C, Rakshit, K. S. Ray, A. D. 
Mukherji, C. C. Basu, J. N. Bose, T. N. 
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Ghosh, B. K. Ghosh (Barrackpore), and A. 
K. Sen Convenor. 


Resolved further that a sum of Rs. 200/- 
(Rupees Two Hundred only) be sanctioned for 
necessary propaganda. 


5. Resolved that a sub-committee consisting 
of the following members be formed to draft reso- 
lutions for submission at the forthcoming All-India 
Medical Conference and Annual General Meeting 
of the I. M. A. to be held at Karachi during the 
ensuing Christmas holidays and further resolved that 
a notice be issued by the Secretaries, Provincial 
Branch, in the official Journal of the I. M. A. and 
also in the newspapers requesting members of the 
I. M. A. as well as the medical public in general 
to send in their suggestions, if any. 


Capt. P. B. Mukherjee, Drs. S. C. Sen Gupta, 
K. S. Ray, A. D. Mukherji, T. N. Ghosh, 
P. C. Rakshit, B. K. Ghosh and A. K. Sen 


Convenor. 


6. Resolved that the Annual General Meeting 
of the Indian Medical Association, Bengal Provin- 
cial Branch, be held on Monday, the 9th November, 
1936, at the Association Hall, Calcutta, at 7 P.M. 


Resolved further that according to Rule No. 19 
of the I. M. A., Bengal Provincial Branch, the 
following list do form the panel of the Secretaries, 
Assistant Secretaries and Treasurer for the ensuing 
election of office-bearers of the Bengal Provincial 
Branch for 1936-37: — 

Secretaries : — 

Drs. A. D. Mukherji (Calcutta), J. C. 
Banerjee (Calcutta), A. K. Sen (Calcutta) 
and B. K. Ghosh (Barrackpore). 


Assistant Secretaries : — 

Drs. Bolin Ghosh (Calcutta), Nani Lal Ghosh 
‘(Howrah) K. C. Chakraborty (Calcutta) and 
M. U. Ahmad (Calcutta). 

Treasurer : — 

Drs. R. C. Sen (Calcutta) and A. K. 

Chakraborty (Calcutta). 
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7. Resolved that attempts be made to organise 
a Provincial Conference during the Easter Holidays 


in 1937. 

8. Read a letter from the Faridpore Medical 
Association regarding the new lowered scale of 
medical fees for examination of lives for insurarce 
with the Bombay Mutual Life Assurance Society, 
Ltd. and the Metropolitan Insurance Co., Ltd. 


Resolved that this Association condemns the 
action of the Insurance Companies mentioned above 
and requests them to raise the scale of medical 
examination fees. Further resolved that the 
Secretaries of the Bengal Provincial Branch be 
directed to intimate thie resolution to the authori- 
ties of the above two Insurance Companies and to 
publish this in the official journal of the I. M. A. 
and to have an editorial comment on it in the Journal 
and the Secretaries be also directed to write to all 
the Insurance Companies working in Bengal to 
supply this Association with the rates of fees for 
medical examination. 


9. With a vote of thanks to the chair the meet- 
ing came to a close. 


A. K. SEN, 


Secretary. 


D. P. 


Chairman. 


CALCUTTA BRANCH 


Dr. Dhirendranath Banerji, M.B. (CAL.), M.D. 
(BERLIN), opened a discussion on A few Problems 
on Cholera at a Seminar Meeting of the Calcutta 
Branch of the I. M. A. held on 16-7-36 at 7-30 p.m. 


in the Association Hall. 


A Few PROBLEMS ON CHOLERA 


The problem of anuria and uraemia in cholera 
is a very complex one. A vast amount of work has 
been done on this problem but when we study 
individual cases, it becomes quite impossible to get 
the proper judgment so as to obtain a clear idea 
of the problem. Although a considerable amount 
of new light has been thrown by recent works on 
the mechanism of uraemia, the problem in cholera 
remains as complex as ever. 


Retention of urea and non-nitrogenous sub- 
stances in the blood is perhaps the most ancient 
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dating from Richard Bright himself and at the same 
time the most common explanation of many to ex- 
plain this condition. It is a fact that there is great 
retention of these substances in cholera possibly 
more than what is found in other affections but they 
invariably show a much less figure as soon as the 
urine is established. In cholera, the retention of 
these substances are only due to anuria. The reten- 
tion of these substances is generally an indication of, 
and serves as an invaluable help in the diagnosis 
cf renal failure, still it can be easily realised that 
the phenomena of uraemia can never be explained 
by nitrogen retention itself. A very great retention 
of N.P.N. and cther substances is not necessarily 
of grave importance in cholera and a vast number of 
such cases recover uneventfully as soon as the urina- 
tion starts. On the other hand, a fair number of 
cases who die of definite symptoms of uraemia not 
necessarily show high retention of these substances. 


It comes, then, that anuria js of utmost import- 
ance. What are the causes of anuria in cholera? 
Undoubtedly loss of fluid is the main factor 
and in a vast majority of cases as soon as the 
lost fluid is replenished by intravenous injection, 
urine starts and uneventful recovery takes place. 
These are the straightforward cases. But there is a 
fair number of other cases where inspite of repeated 
intravenous injections followed by persistent low 
specific gravity of blood, the kidney refuses to act 
and all attempts fail to make it functionate. There 
remains no question of loss of fluid in these cases. 


If we follow the history of cases of cholera we 
find that in the largest number of cases, the supres: 
sion of urine starts from the very beginning prebably 
from the first motion. How can this be accounted 
for? If we compare with other diseases where pro- 
fuse evacuation takes place e.g. tuberculous diar- 
thoea, where there is frequent ccpious evacuation 
for days or even months together, apparently uncon- 
trellable, anuria and ureaemia are not so frequent 
as in cholera. It can be assumed thus, that loss 
of fluid, either alone or accompanied by fall of 
blood pressure may be, but is not always the cause 
cf anuria. Anuria may occur in cases with low 
specific gravity of blood agsociated with full bound- 
ing pulse. This brings us to the question, “‘is the 
anuria caused by reflex factor >’’ Reflex in this sense 
that there is local ischemia in the kidney with dilata- 
tion in the splanchnic, Or perhaps, more blood in 
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the splanchnic and less in the periphery. Other 
questions which come to our view are—does the 
toxin produce less filtration through the glomerulus 
with more absorption from the tubules, or does the 
toxin paralyze the excretory power of kidney? ls 
it due to vasomotor disturbances of the renal 
capillaries ? 


These are among the series cf questions which 
arise to explain the anuria and uraemia in cholera. 


Apart from the biochemical evidence of reten- 
tion of urea, N.P.N. etc. which generally direct our 
attention to these substances as a possible factor 
for uraemia, other biochemical findings e.g., estima- 
tion of alkali reserve of the blood in cholera lead 
us to a different but equally important aspect of 
the question. 


Lowering of the alkali reserve of the blood com- 
monly indicated by the term acidosis is a common 
and prominent feature in cholera. It is a common 
experience that increase in the alkali reserve by 
administration of large doses of sodi bicarb. is 
followed by marked effect on the symptoms. Often 
complete amelioration of the condition takes place 
with relief of anuria leading to rapid recovery. The 
logical conclusion is that acidosis plays a great role 
in the symptom complex of what we term uraemia. 


One must take a note of this point and must 
not confuse the two terms uraemia and acidosis. 
Uraemia generally means the condition characterised 
by the definite symptom-complex while the term 
acidosis is merely a biochemical term and _ not 
characterised by any definite symptom-complex. To 
be more explicit | may say that acidosis is present 
in average cases of cholera showing only the classi- 
cal symptoms of cholera ending in recovery without 
any complications. This is explained by the fact 
that in average cases of cholera acidosis takes place 
due to loss of considerable quantity of alkali 
through purgation. Starvation acts as a prominent 
factor in the production of acidosis. The difficulty 
to explain occurrence of acidosis arises in those 
cases where urine is found to be copious, but 
acidosis persists in a grave form often leading to 
death with the symptom-complex of uraemia. 


It is a curious feature to note that although the 
respiratory centre is so susceptible to change of pH 
why no respiratory disturbances take place in 
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cholera except in those dying of uraemia and that 
also in the last stage. 


Is it that the toxin has so damaged the centre 
that change of pH does not affect it? This appears 
not to be the case. 


The part played by calcium, phosphorus and 
other substances in the production of uraemia and 
acidosis is not yet definitely understood. 


Vasomotor failure: The heart appears to be 
healthy in average cases of cholera. It is not un- 
common to find a case of cholera in the collapsed 
stage lying pulseless for several hours with the action 
of the heart almost suspended showing recovery of 
the cardiac action as soon as intravenous saline is 
administered. There are a good number of cases, 
and their number is considerable in certain epide- 
mics, where the blood pressure is found to be very 
small although much loss of fluid through purgation 
has not taken place. The specific gravity of the 
blood shows no rise. These are generally due to 
vasomotor paralysis and very often becomes the 
cause of death. The blood accumulates in the 
dilated splanchnic vessels leading to insufficient 
oxygenation of the vital organs. This picture of 
pathological physiology is clinically manifested by 
great fall of blood pressure, increased pulse rate, 
tympanitis, restlessness, pallor and stupor. 


There is no doubt that the vasomotor system 
is affected as a result of the action of the cholera 
toxin. The question comes uppermost, is it the 
action of the toxin on the vasomotor centre or on 
the peripheral vessels ? 


If it is on the centre, it is curious why the other 
vital centres i.e., the respiratory centre and the 
thermogenetic centre which are so close to the vaso- 
motor centre, generally escape. Is it then the 
special affinity of the toxin to the vasomotor centre 
or the change of pH a main factor for the vasomotor 
paralysis ? 


On the other hand, it is a significant point that 
in every case of cholera, whether showing vasomotor 
disturbances or not, present copious evacuation 
through the bowels. Why does so large a quantity 
of fluid come out through the intestines? Is it an 
affection of the vasomotor system of the alimentary 
tract and if so, does it mean that the cholera toxin 
has got a special affinity for the vasomotor system 
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of the alimentary tract particularly the small 


intestines ? 


The literature is silent regarding the mechanism 
how the increased permeability of the intestinal 
vessels in cholera are caused, producing the evacua- 
tions which are rather unique both as regards quanti- 
ty and the character and which are not found in any 
other disease but cholera. 


The question which is often asked is whether the 
copious evacuation which leads to such loss of 
fluid from the system produces anaemia of the brain 
leading to the vasomotor disturbances. The question 
can be easily answered from the point of view of 
the fact that theere are fairly numerous cases of 
vasomotor failure where the specific gravity of blood 
is not found to be raised and much loss of fluid 
not present. 


Every one of us know that vasomotor failure 
is a dangerous complication and the physician is 
greatly handicapped in the treatment of cholera due 
to the presence of this complication as intravenous 
saline is absolutely contra-indicated. The compli- 
cation becomes more dangerous where it is asso- 
ciated with its friend the pulmonary oedema. | do 
not know whether to call pulmonary oedema as the 
result of vasomotor failure of the pulmonary vessels 
-or a separate condition. It is true that these two 
conditions are often present simultaneously leading 
to a graver prognosis. 


What is the cause of the pulmonary oedema? 
We know that in no case of cholera we get any 
oedema of the body inspite of the great renal failure 
which accompanies in nearly every case/ This is 
true not only in the active stage of the disease, but 
also in the convalescence and even after cure. 
Pulmonary oedema, on the other hand, is fairly 
common often leading to a fatal result. 


It is not clear how the pulmonary oedema is 
caused. Is it due to the excretion of toxin through 
the lung? 


The next problem which appears to us is the 
peculiar condition in the form of very rapid onset 
with rapid progress of the disease followed by 
equally rapid recovery if the case survives the active 
stage of the disease. This feature accompanied by 
copious evacuation with early abnormality in the 
quantity and quality of the gastric juice with nausea 
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and copious vomiting, pain in the abdomen and 
collapse may be regarded as the gastro-intestinal 
type of allergic condition. 


If we follow the allergic conditions due to bac- 
terial origin we may find a good amount of resem- 
blance between the manifestation of cholera and the 
symptom-complex of bacterial allergy. We know 
alimentary allergy is prone to occur in those who 
have organic lesions of the alimentary canal. 
Further, intestines contain among other things a 
substance, histamine, which can produce allergic 
conditions even in normal individuals, if absorbed. 
In abnormal conditions, e.g. infection with the 
cholera vibrio, histamine may be absorbed in con- 
siderable quantity leading to the production of the 
symptom-complex of cholera which has long been 
known to be similar to histamine poisoning and 
various workers notably Rogers have formulated the 
line of treatment of cholera on these lines. 


To say that cholera is a form of allergy will 
be more or less speculative at the present moment 
until our knowledge on the structure of the cholera 
antigen, particularly its protein portion, is clear. 


Why is the lymphatic system, particularly of 
the intestines, affected? In nearly every case we 
find not only persistence of the thymus but great 
increase in its size with great hyperplasia of the 
Peyer's patches, solitary follicles and mesenteric 
glands. We do not know what is the underlying 
factor for this lymphatic response. In the face of 
this lack of knowledge on the part of the lymphatic 
response, the problem becomes more acute when 
we consider the blood picture. Every case of 
cholera, however mild the attack might be, shows 
considerable leucocytosis. A count of 30,000 leuco- 
cytes is a very common finding, that of 80,000 not 
uncommon. In addition to this leucocytosis the 
polymorphonuclears run to more than 75% and the 
curious feature is a great reduction of the lymphocy- 
tes. Thus the great lymphatic response with great 
reduction of lymphocytes of the blood but consider- 
able leucocytosis is rather puzzling. 


AMBALA BRANCH 


A meeting of the Indian Medical Association, 
Ambala Branch was held at Dr. B. N. Bhatia’s 
Clinic on the 14th August, 1936, at 8-30 p.m. 


E 
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Dr. Ram Saran Khosla, M.B., B.S., was voted 
to the chair. 


The following members were present: 

Drs. Ram Saran Khosla, Milkhi Ram, S. Hamid 
Ali, B. N. Bhatia, Shant Sarup, Shamboo Nath and 
Dalip Chand Bahl. 


The proceedings of the last meeting were read 
by the Secretary and confirmed. 


The letter of the Provincial Secretary and the 
proceedings of the Executive Committee meeting 
held at Hoshiarpur were read by the Secretary. 


Dr. S. Hamid Ali moved the following resolu- 
tion which was carried unanimously: 


Resolved that the President of the |. M. A., 
Punjab Branch, be requested to make representa- 
tion to the Punjab Medical Council to nominate 
three members from the Licenciates to the said 
council as is the case with other Provinces. 


Dr. B. N. Bhatia moved the following resolution 
which was passed unanimously : 


Resolved that the Punjab Medical Council be 
requested to remove all distinctions of L.M.S., M.B., 
B.S., L.S.M.F, and I.M.D, etc. among the registered 
medical practitioners and keep only one register 
for all. 

Dr. Dalip Chand Bahl moved the following 


resolution which was carried unanimously: 


Resolved that the Sudder Bazar Municipal 
Committee, Ambala be requested to appoint Lady 
Health Visitor and trained midwives to attend to 
the pregnant females at their residence to explain 
the hygiene of pregnancy. 


Resolved that Dr. S. Hamid Ali be nominated 
for the Central Council. 


Resolved that R. S. Dr. S. N. Kaul be recom- 
mended for the Presidentship of the Provincial 
Branch for the year 1937, 


After the above resolutions were passed Dr. 
Dalip Chand Bahl read a lengthy paper on the 
scope of prevention in obstetrics and gynaecology. 


The meeting was adjourned with a vote of 


thanks to the chair. 
Dauip CHAND. 
Secretary. 
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BANDA BRANCH 


Proceedings of the inaugural meeting of Regis- 
tered Medical Practitioners of Banda, U.P., held at 
Banda on the 23rd August, 1936. 


Members present : 


R. B. Dr. Shyam Lal, Civil Surgeon, Banda. 

Drs. T. R. Swarup, M.R.C.P., M.R.C.S., Asst. 
geon, Banda. 

A. H. Vatsyayana, M.B., B.S., B.Sc., Banda. 

Miss M. D'Souza, L.sS.M.F., Banda. 

Janaki Prasad, L.m.p., Jail Hospital, Banda. 


Maharaj Krishan, L.s.M.F., Banda. 


|. The following resolution was moved and 
passed unanimously : 


“Resolved that a branch of the Indian Medical 
Association be formed at Banda’. 


2. The following office-bearers were elected 
unanimously : 
President—R. B. Wr. Shyam Lal, Civil 
Surgeon, Banda. 


Vice-President—Dr. T. R. Swarup, Asst. 
Surgeon, Banda. 

Hony. Secretary —Dr. A. H. Vatsyayana, 
M.B., B.S., B.Sc, 


3. It was decided to hold meetings at least « nce 
a month or oftener as desired by the members. 


4. The membership subscription has been fixed 
as one rupee a month, out of which a sum of three 
rupees per head per annum will be sent to the 
parent body. 


5. The Association will be governed by the 
rules and regulations of the parent Association. 


6. R. B. Dr. Shyam Lal, Civil Surgeon, Banda, 
is a member of the I. M.A. through the Ballia 
Branch and the Secretary of the said branch may 
be requested to transfer the name to the Banda 


Branch. 


A. H. VATSYAYANA, 
_ Hony. Secretary, Banda Branch. 
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DEORIA MEDICAL ASSOCIATION 


Proceedings of the 9th general monthly meeting. 


The meeting was held on the [5th July 1936 at 
3 p.m. at the residence of Dr. H. N. Bhatt, P. M. S., 
Medical Officer, Sadar Hospital, Gorakhpur, the 
host being in the chair. Most of the members were 
present. Dr. (Miss) G. B. Kabraji, Dr. (Miss) 
R. Joseph and many other medical practitioners of 
the station attended the meeting on invitation. 


Dr. S. K. Chawdhary of Benares was nominated 
for the Presidentship of the Provincial Branch 
for 1936-37. 


The following resolution was passed unani- 
mously : 


In view of the fact, that the whole of the Deoria 
Sub-division is badly affected by diarrhoea, dysentery 
and enteric fever on account of drinking polluted 
water and eating contaminated food, this Associa- 
tion requests the Chairman cf the Local Bodies of 
Deoria, Barhaj, Lar, Rudrpur and Rampur to 
take proper steps for the systematic disinfection of 
the wells under their control and compel the sweets 
sellers of their relative towns to exhibit their sweets 
only in glass cases as the sweets kept open easily 
become contaminated by the carrying agency of 
flies and dust etc. It was further resolved that a 
copy of the above resolution be sent to the District 
Magistrate and to the Chairman concerned for in- 
formation and necessary action. 


Dr. S. C. Acharya then read a paper on dysen- 
teries and a second paper was read by Dr. S. N. 
Mukherji on eczema. Both the doctors dealt with 
their subjects thoroughly, particularly the recent 
advances in the treatment of each. There was a 
lively discussion on both the papers. The meeting 
came to an end with the closing remarks from the 
chair. 

B. B. Srivastava, 
Hony. Secretary. 


* * * 


Proceedings of the 10th monthly general meeting. 


The 10th monthly general meeting of the Asso- 
ciation was held at Gorakhpur at 3 p.m. on the |6th 
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August, 1936 at the residence of Dr. H. N. Bhatt 
who presided. Almost all the members were 
present. Dr. (Miss) E. Jacob of the Railway Hospital 
and many other practitioners of the station kindly 
attended the meeting as visitors, 


Proceedings of the last meeting were read by 
Dr. Srivastava, Honorary Secretary, and were 
confirmed. 


Resolutions of condolence on the sad deaths of 
Drs. Ansari, Kedarnath Das and Nadkarni were 
moved from the Chair and passed unanimously. 


Resolution congratulating the King Emperor on 
the happy escape from the attempt on his life was 
moved from the Chair and passed unanimously. 


The question of unemployment among medical 
men as pointed out in a letter from Dr. K. S. Ray, 
Joint Honorary Secretary dated 10th July, 1936 
was discussed and suggestions to be sent were 
formulated. 


Dr. B. B. Ganguli then gave an interesting 
resume on the recent treatment of leprosy. Dr. 
H. N. Bhatt spoke on the importance of fractional 
test meal examination in the diseases of the stomach 
detailing its technique. Dr. S. N, Mukerji then 
cited an abnormal case of high blood pressure 
giving rise to acute abdominal pain. . 


The meeting came to an end with a vote 
of thanks to the chair. 


Dr. H. N. Bhatt was “‘At Home’ after the 


meeting. 


SHOLAPUR BRANCH 


In the last annual meeting held on the 2lst 
December 1935, under the Chairmanship of Dr. J. A. 
Deshmukh, it was decided to convert the Sholapur 
Medical Association into a Branch of I. M. A. and 
to rename it as “I, M. A. Sholapur Branch.”’ Also 
new office bearers were elected for the year. 


New Office Bearers: — 


President.—Dr. B. V. Mulay, M.s., Chief 
Medical Officer, The Dhanarajgirji Hospital, 
Sholapur. 

Vice-President.—Dr. Subramanyam, M.B.B S., 
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D.P.H., Medical Officer of Health, Shola- 
pur Municipality. 

Joint Secretaries—Dr. Chindarkar and Dr. 
Moholkar. 


In all, eight meetings were held during the last 
six months. In the second meeting, clinical discus- 
sicn was held on two cardiac cases presented by 
Dr. P. G. Gogte and on a case of pseudo hyper- 
trophic muscular paralysis presented by Dr. V. D. 
Telang. A paper on sanitation in Zanzibar 
was read by Dr. N. V. Kulkarn:, who is serving 
in Zanjibar protectorate. He gave us some idea 
cf various advancements in sanitation in that part 
of Africa. 

The third meeting was held in the Dhanarajgirji 
Hospital. For this meeting, all the medical men of 
Sholapur City both members and non-members were 
invited. Before the commencement of the meeting 


a condolence resolution was passed on the ead 
demise of His Majesty, the late King George V 
Emperor of India. About 30 cases of different 


diseases, were shown by Dr. B. V. Mulay. He 


then read a paper on chloroform anaesthesia 
wherein he narrated his very wide personal ex- 


periences gathered from his 13000 cases of surgical 
cperations. He believes that dangers in chloroform 
poisoning are very much exaggerated and during 
the present condition of India nothing is more suit- 
able than chloroform as general anaesthetic parti- 
cularly in mofussil towns and villages. 


In the fourth meeting held on ||th February, 
1936, Dr. Valeangkar, Medical Officer in charge, 
City Municipal Dispensary, who had been to 
Calcutta for special training in tuberculosis read a 
paper on the modern aspects of tuberculosis, wherein 
he traced the history of this disease and gave a 
very detailed information with the aid of graphs 
regarding the conditions of preventive and curative 
treatment in various civilised countries and pointed 
out the deplorable condition of India. 


In the fifth meeting held on |Ith March, 1936. 
Dr. K. B. Antrolikar M.B.B.S., read a paper on 
‘* Asthma” wherein he discussed present methods 
of diagnosis and treatment and stated his personal 
experiences. Other members present at the meeting 
took part in the discussion and stated their personal 
experience. 


The next meeting was called to meet Capt. 
Smithwick 1.M.S., on transfer, Civil Surgeon of 
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Sholapur, Capt. Smithwick was one of the 
enthusiastic member of our Association, and always 
took very active part in the working of this branch. 
An at-home was given to him by the members. 


The sixth meeting was held on |4th April, 1936, 
wherein condolence resolutions were passed for the 
sad and untimely deaths of Col. Bholanauth. 
Dr. Narendranath Basu and Dr. Vail. 


The seventh meeting was called to meet 
Dr. Talwalkar of Ahmadabad who was on a short 
visit to Sholapur. He particularly discussed, treat- 
ment of tuberculosis and led stress on tuberculin 
treatment. He believes that instead of costly treat- 
ment in the sanatoria situated in the so called health 
resorts which are ordinarily out of reach of most 
T. B. patients every town should have an open 
air Tuberculosis Hospital about five miles outside 
the city proper. 


In the last meeting held on 9th June, 1936, it 
was proposed to hold a Maharastra Provincial Con- 
ference in this city under the auspices of I. M. A.., 
Sholapur Branch. Before we finally decide to hold 
the said conference we are trying to consult other 
districts in Maharastra. 

CHINDARKAR 
MOHOLKaAR, 
Hony. Jt. Secretaries. 


THE TINNEVELLY DISTRICT 
MEDICAL ASSOCIATION 


Lieut.-Col. T. S. Shastry, 1.M.s., the President, 
was “At Home”’ to the members, on Saturday the 
29th August, 1936 at the St. Xavier's College Hall, 
Palamcottah. Members numbering 79, including 
5 lady doctors gathered from all parts of the District. 


jae Party the monthly meeting began 
under th? Presidentship of Lieut.-Col. T, S. Shastry, 
1.M.S. The minutes of the last meeting were read 
and passed. 


The following Resolutions were passed nem con: 


(1) The Tinnevelly District Medical Association 
has much pleasure in offering their heartiest congra- 


tulations to Major-General E. W. C. Bradfield, c.1.£., 


‘O.B.E., M.B., M.S., F.R.C.S. (EDIN.), 1.M.S., on his 


appointment as Director-General of Indian Medical 
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Service. They are proud to remember that as the 
District Medical Officer of Tinnevelly Dt. Captain 
Bradfield, 1.M.S., was their President and was one 
of those District Medical Officers who contributed 
to its successful working. 


(2) This Association has much pleasure in offer- 
ing their very hearty congratulations to Rao Bahadur 
Dr. A. Lakshmanaswami Mudaliar, B.A., M.D. (MAD.), 
F.C.0.G. (ENG.), V.H.A.S., on his election to the Vice- 
Chancellorship of the Madras University and to note 
that he is its first Medical Vice-Chancellor. 


Dr. P. S. Srinivasan, L.M.P., Sub Assistant 
Surgeon, Government Head Quarters Hospital, 
Palamcottah, demonstrated the following clinical 
cases : — 


(1) Aneurysm, left common carotid, 

(2) Osteosarcoma, right pubic bone, 

(3) Foecal fistula, right inguinal region, 
(4) Duodenal ulcer. 


Dr. P. S. Srinivasan, L.M.P., read notes on the 
following : 


(1) A case of acute abdomen. 
(2) A case of rupture of the liver. 


Lieut.-Col. T, S. Shastry, 1.M.S., gave an inter- 
esting lecture on ‘‘Acromegaly’’ giving detailed 
clinical notes of two interesting cases. 


An excellent dinner brought the happy gather- 
ing to a close. 


HEALTH EXHIBITION 


Under the auspices of the Tinnevelly District 
Medical Association, in connection with its monthly 
meeting at the headquarters (President’s Function), 
a Health Exhibition was arranged at the Armed 
Reserve Lines, Palamcottah, on Saturday the 29th 
August, 1936, at 9 a.m. under the Presidentship of 
Khan Bahadur S. Muhammad Ali Sahib Bahadur, 
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B.A., Indian Police, District Superintendent of 


Police, Tinnevelly. 


The posters on the prevention and causation 
of tuberculosis, flies, and cholera, were explained 
for the benefit of those who attended. This included 
about 200 police constables. 


K. Rama Ayyar, 


Secretary & Treasurer. 


THE TRICHINOPOLY DISTRICT MEDICAL 
ASSOCIATION 


(REGISTERED.) 


A monthly meeting of the above Association 
was held at 5 p.m., on the 22nd August last 
in the Ceylon Labour Commission Office, Race 
Course, Trichinopoly when about 45 members were 
present. Mr. N. H. M. Bowden, Ceylon Emigra- 
tion Commissioner was ‘ At Home ’ to the members. 
The doctors were taken round the Colony by Mr. 
Bowde and shown the various places of interest. 


In the unavoidable absence of Dr. Norman, the 
Secretary proposed Capt. Sangham Lal, 1.M.S., 
District Medical Officer to the chair. Requested by 
the Chairman Mr. Bowden spoke a few words about 
the working of the Ceylon Labour Commission. 
Printed account of the working of the Institution 
were distributed to the members. Dr. V. Iravatham 
of Thirukkattupally spoke on ‘ The Experiences of 
a Practitioner in Burma’ which embraced the 
history of Burma, the people and their customs, and 
the places of interest in Burma. It was stated there 
was good scope for young and adventurous doctors, 
in Burma. 

Capt. Sangham Lal in his concluding remarks 
thanked Mr. Bowden for his kind invitation 
and thanked him for his interest in the welfare 
of the Ceylon-emigration. He congratulated Dr. V. 
lravatham for his excellent, interesting and humour- 
ous speech about Burma. 
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BENGAL COUNCIL OF MEDICAL 
REGISTRATION 


Minutes of the Bengal Council of Medical 
Registration held on the 28th July, 1936, with 
Major-General D. P. Goil, M.B., Ch.B., F.R.C.S.. 
I.M.S., President in the Chair. 


The President before proceeding to the busi- 
ness of the day made a touching reference to the 
death of Sir Kedarnath Das, KT., C.I.E., M.D., 
F.C.O.G., F.S.M.F. and detailed his brilliant career. 


The President then moved that the members 
of the Council assembled in this meeting do place 
on record their sincere sorrow at the death of their 
esteemed colleague Sir Kedarnath Das as also their 
high appreciation of the valuable services rendered 
to this body by him from its inception. 


He desired that the motion be carried unani- 
mously by the members, all standing in silence. 


The motion was carried as desired. 


It was decided that a copy of the motion with 
the condolences of the Council be communicated 
to his sons. 


I. The Minutes of the Council, No. 73, dated 
the 22nd January, 1936, printed copies of which 
were previously circulated to the members were 
taken as read and confirmed. 


Il. The following items arising out of the 
previous minutes were considered :— 


(A) Provident Fund Rules of the office. 
By letter No. 1547-Medl., dated the 20th March, 


1936, Government have ruled that their sanction to 
these rules is not necessary. 


Ordered.—To be recorded. 


6 


(B) Amendment of the Bengal Medical Act, 
1914. 


The Registrar reported that the matter was still 
under the consideration of Government. 


Ordered.—That the Government orders be 
awaited. 

(C) Rules under the Bengal Medical Act, 1914. 

By letter No. 1023-Medl., dated the 29th 


February, 1936, Government have sanctioned the 
proposal of the Council for increase of the fee for 
registration of an additional qualification from 
Rs. 5/- to Rs. 25/- and for the levy of a fee of 
Rs. 10/- for change of name in the Register. 


Ordered.—To be recorded. 


(D) Revision of the rules for the grant of leave 
to the Registrar. 


The Registrar reported that the question was 
submitted with letter No. 1356C, dated the 6th 
October, 1934, to Government whose orders were 
still awaited. ‘ 


Ordered.—That the Government orders be 
awaited. 
(E) Representation of the Council and the 


Governing Body of the Faculty on the Bengal Sani- 
tary Board. 


The question of separate representation of the 
two bodies by a single nomination from each in 
lieu of the present conjoint representation by two 
nominations allowed to them was submitted to 
Government with letter No, 135C, dated the !7th 
January, 1936. 


By letter No. 2654 P.H. dated the 10th July, 
1936, Government have allotted a separate nomina- 


tion to each Body. 
Ordered.—To be recorded. 
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(F) Revision of the Appendix to the annual 
medical list. 


As directed by the Council at the last meeting 
the Appendix as it is proposed to be amended with 
the amendments shown in the proper places had 
been circulated to the members and the opinion of 
certain medical associations invited thereon. 


The President suggested that as such a lengthy 
document could not satisfactorily be considered in 
detail in the meeting and as the views of the 
members were not before the Council, the con- 
sideration of the revision of the Appendix may be 
postponed to the next meeting and that in the 
meantime the existing Committee may consider the 
remarks already received from the Medical Associa- 
tions together with such views as may be expressed 
by the members. He further suggested that the 
members may send in their views by the end of 
September next so that the Committee may make 
their final recommendations for the consideration of 
the Council at their next meeting. 


Dr. A. D. Mukherjee considered that in view 
of the delay that had previously occurred the revi- 
sion should be completed at the next meeting with- 
out fail. 


The President’s proposal was accepted. 


(G) Motion of Dr. A. D. Mukherjee, L.M.-F., 
regarding safeguarding the interest of registered 
medical practitioners from encroachment by un- 
qualified practitioners. 


Report of the Committee set up for its con- 
sideration had not been received. 


Dr. A. D. Mukherjee intimated that the matter 
was receiving the attention of the Committee. 


(H) Inspection by the Council of examinations 


held by the State Medical Faculty of Bengal. 


The advice of the Advocate General in regard 
to the power of the Council to inspect the examina- 
tions was sought on the 23rd December 1935, and 
remainder was sent to Government on the 24th June, 


1936. 


The President intimated that the present Legal 
Remembrancer had expressed the opinion that the 
Council: had an inherent right to inspect the 
examinations of the State Medical Faculty of Bengal, 
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for the provision of section 18 Bengal Medical Act, 
1914, made the recognition of the successful results 
of these examinations dependent on the recom- 
mendation of the Council. This fact was com- 
municated to the Governing Body of the State 
Medical Faculty, Bengal, at their last meeting and 
the Governing Body were agreeable to the inspec- 
tion. As the Governing Body already deputed 
members to inspect the examination it was consider- 
ed that inspection by a Joint Committee of the two 
bodies might be more convenient. 


Dr. K. S. Ray doubted the legality of such 
joint inspection and suggested that separate reports 
should be submitted to the two bodies as the objects 
which would inspire their respective inspections 
would be different. 


This was agreed to. 


(l) Preliminary educational qualification for 
admission to medical schools and extension of the 
Licentiateship Examination course to five years. 


Report of the Joint Committee appointed by 
the Council and the Governing Body of the Faculty 
was laid before the meeting. 


The President referring to the report said that 
the principal recommendations consisted of— _ 


(a) raising the preliminary entrance qualifica- 
tion to the licentiate course from Matric. 


to 1.Sc. 


(b) extension of the course from 4 to 5 years; 
and 


(c) a suitable minimum standard of training 
to be worked up to by degrees in con- 
sultation with the recognised schools. 


The precise details of the syllabus were a 
matter for the consideration of the Faculty but the 
minimum standard of training was for the Council 
to lay down. The President intimated that the 
Governing Body of the Faculty had accordingly 
appointed a Committee to settle the details of the 
lines recommended by the Joint Committee. 


Col. Boyd briefly explained the report and 
moved for the adoption with the modification ac- 
cepted on the previous day by the Governing Body 
that the I.Sc. with Physics, Chemistry and Biology 
be the premedical qualification in lieu of 1.Sc. with 


y 


at 
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Physics, Chemistry and Mathematics as recommend- 
ed by the Joint Committee. 


Dr. A. D. Mukherjee seconded the motion. 


Dr. S. C. Sengupta agreed to the extension of 
the course but objected to substitution of 1.Sc. for 
Matriculation. He considered that Matric. with 
Physics and Chemistry should be the requisite pre- 
medical qualification. 


The President commented that as the Govern- 
ing Body on the previous day adopted the recom- 
mendation for I.Sc. qualification it would be desir- 
able to come into line with them as a united front 
on this important matter would be very helpful. 


Dr. K. S. Ray thought that before adopting the 
recommendations of the Joint Committee the finan- 
cial aspect should be carefully considered and that 
the time when it would be practicable to give effect 
to them should be ascertained. 


Dr. U. N. Das agreed and suggested that 
opinion on the whole scheme be inv:ted by reference 
to medical associations, recognised schools and the 
public. 

Dr. A. D. Mukherjee and Rai Sahib Dr. Satish 
Chandra Gupta opposed on the ground that it was 
eminently desirable that the |.Sc. standard and the 
extended licentiate course of 5 years unanimously 
advocated by the licentiates be adopted irrespective 
of any consideration of economy as this constituted 
an essential reform of medical education already 
adopted in several sister provinces. 


The President suggested that the broad lines of 
the report be adopted and that the scheme be sub- 
mitted to Government for the approval as such as 
the revised curriculum contemplated was completed. 


After some further discussion the suggestion 
was approved. 


(J) Budget for 1936-37. 


The Registrar reported that the Budget (printed 
copies of which were circulated) was approved by 
the Members. As subsequently the local Govern- 
ment did not make the full subvention prayed for 
the previous year the Budget for 1936-37 was revised 
under the orders of the President and submitted to 
Government with a prayer for Re. 7,500/- in cash 
from provincial revenues to equilibrate income and 
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expenditure. This estimate assumed that printing 
of the Council's work estimated to cost Rs. 2,400/- 
at private presses would be undertaken free by the 
Bengal Government Press as directed by Govern- 
ment order No. 3795-Medl., dated the 26th 
September, 1935, for 2 years including the year of 
budget. 

Resolved.—That the action taken be approved. 


(K) Enquiry by the Bihar and Orissa Medical 
Council re. a minimum standard proposed by a Com- 
mittee of the Council for registrable qualifications 
throughout India. 


The report of the Joint Committee of the Council 
and the Faculty on this subject was laid before the 
meeting. 


Resolved.—That the report be adopted. 


III. Read Notification No. 1795-Medl., dated the 
Ist April, 1936, by the Government of Bengal, Local 
Self-Government Department, Medical Branch, an- 
nouncing in pursuance of Section 7 of the Bengal 
Medical Act, 1914, as amended by Bengal Act Ill 
of 1928, that the undermentioned gentlemen had 
been duly elected to be members of the Bengal 
Council of Medical Registration under clause (h) of 
section 4 of the said Act:— 


(a) Rai Sahib Dr. Satischandra Gupta, L.M.P. 
(b) Dr. Narendrakisor Ray, L.M.P. 
(c) Dr. Amulyadhan Mukhopadhyay, L.M.F. 


Ordered—To be recorded. 7 


IV. Read—Notification No. 844-Medl., dated 
the 20th February 1936, by the Government of 
Bengal, Local Self-Government Department, Medical 
Branch, announcing in pursuance of Section 7 of the 
Bengal Medical Act, 1914 (Bengal Act IV of 1914) 
Act to be a member of the Bengal Council 
that Dr. Manindranath Bose, M.B., C.M. had been 
duly elected under clause (e) of section 4 of the said 
Act of Medical Registration vice Dr. Narendranath 
Basu, L.M.S., deceased. 


Ordered—To be recorded. 


V. The Council proceeded to appoint one 
representative of the Council on the Sanitary Board, 
Bengal, to be reconstituted about the end of this 
year vide item II (E) supra. ' 
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The President intimated that the Governing 
Body nominated Dr. L. M. Biswas, as their repre- 
centative, at their meeting on the previous day. 


Resolved.—That Dr. Abdul Majid be nominated 
as the representative of this Council on the Bengal 
Sanitary Board on the principle of separate repre- 
sentation recently sanctioned by Government. 


VI. Considered.—Letter No. F. 32-36/141, 
dated the 3rd March, 1936, from the Secretary, 
Medical Council of India, requesting opinion of the 
Council on the following points: — 


(i) Whether Indian Nationals who have obtain- 
ed Medical degrees of repute in foreign 
countries with which there is no reci- 
procity with India should be granted 
recognition of these degrees in India. 


(ii) On what basis should the Nationals of 
such countries be recognised when they 
come to India. 


(iii) What is the present practice in both these 
respects in your Council. 


The President explained that the points of 
reference were far from clear. If recognition meant 
registration this could only be done by including the 
degrees in question in the prescribed schedule under 
the Bengal Medical Act. He, however, invited the 
' views of the members. 


Dr. B. C. Ray seconded by Dr. K. S. Ray 
moved that--- 


(i) If any Indian National has obtained a Degree 
in a foreign country which in the opinion of this 
Council is a degree of good repute but with which 
country no reciprocity exists at present steps should 
be taken to grant recognition in India to the holder 
of such degree. 


The motion was opposed by Dr. U. N. Das and 
Dr. B. Sinha. 


The motion on being put to the meeting was 
nagatived by 10 votes against 9. 


It was then decided that reply may be given to 
the three points as noted below: — 
(i) That foreign degrees acquired by Indian 
Nationals are not recognised by the 
Bengal Medical Act nor do the Council 
consider it expedient to recognise such 
degrees. 
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(ii) That foreign degrees held by foreigners 
are not under existing practice recognised 
in Bengal nor is it considered expendient 
to do so. 

(iii) That the present practice is indicated in 
the above replies. 


VII. Read.—Letter No. XX2910, dated the 20th 
March, 1936, from the Joint Honorary Secretary, 
Indian Medical Association, inviting particular atten- 
tion to resolutions 2 and 8 (reproduced below) passed 


at the XII All-India Medical Conference 1936:— 


(2) In the opinion of this Conference the 
standard of education imparted in all the medical 
institutions in the country should conform to the 
minimum standard of qualification laid down by the 
Indian Medical Council.” 


“*(8) This Conference deprecates the policy of 
excluding the press from the proceedings of the 
Indian and certain Medical Councils and suggests to 
the Medical Councils concerned to remove this ban.”’ 


Resolved.—That Resolution (2) be referred to 
the Committee mentioned in item II (I) which will 
consider the future curriculum of the Licentiateship 
Examinations. 


Resolved also.—That with regard to Resolution 
(8) the Press should continue to be excluded from 
the meetings of the Council as the proceedings are 
treated as confidential. 


It was noted that abstracts of the proceedings 
were duly supplied to the Medical Press. 


VIII. Considered.—The report of the Standing 


Committee on the inspection of the Dacca Medical 


School. 


Col. Boyd, 1.M.S., explained the report and 
moved that it be adopted. 


Dr. Santiram Chatterjee seconded the motion. 


Dr. K. S. Ray questioned whether remarks like 
the one made with regard to dissection at the 
school viz., “that the position is a very serious one” 


should be allowed to stand in a report adopted by 
the Council. 


The President explained that in adopting a 
report the Council did not endorse every word or 
expression in it but generally approved the remarks, 
suggestions, and recommendations made therein. 
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He suggested that the report might be adopted and 
sent to the school for any remarks it might desire 
to make. 


The Council endorsed the opinion of the Com- 
mittee with regard to the appointment of separate 
teachers for Medical Jurisprudence and Hygiene and 
agreed to the desirability of improving the Library. 


Dr. B. C. Ray suggested that as a condition of 
the continuance of its affiliation the school must 
undertake to carry out the improvements suggested 
in the report. 


The suggestion was approved and the report 
adopted. 


IX. Considered.—_The Report of the Standing 
Committee on the inspection of the Lytton Medical 
School, Mymensingh. 


Col. Boyd, 1.M.S., explained the report and 
moved that it be adopted. 


Dr. Santiram Chatterjee seconded the motion. 


The Superintendent, Lytton Medical School, 
Mymensingh, said that his best endeavours had 
failed to bring about the required improvements. 
The whole thing depended upon money which was 
not forthcoming as public donations could not be 
counted on. 


The President said that as the Superintendent 
could not hold out any definite hopes of improve- 
ments the drastic recommendations of the Inspectors 
must be adopted with this proviso that should the 
authorities undertake to provide the improvements 
suggested an inspection would be made before final 
decision was taken. 


The report was accordingly adopted. 


X. The Registrar sought orders as to inspection 
of selected recognised medical schools in the next 
six months. 


The schools were last inspected on the dates 
mentioned below : — 


1. Chittagong Med. School ... 14th Jan. 1933. 
2. Calcutta Med. School .... 23rd 
3. Ronaldshay Med. School, 

... 17th June 1934. 


Burdwan 
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4. National Med. Institute ... 18th .. 1934. 
5. Bankura Sammilani Medical 
School ... 244th ,, 1934. 
6. Campbell Med. School ... 22nd ,, 1935. 
7. Jalpaiguri Med. School ... Ist Dec. 1935. 


N.B. It was decided at the last meeting that 
No. 7 should be inspected towards the end of 1936 
or at the beginning of 1937. 


Resolved—That the undermentioned schools be 
inspected during the next six months: — 


(a) Chittagong Medical School. 
(b) Calcutta Medical School. 
(c) Jalpaiguri Medical School. 


XI. Read—The Proceedings of a meeting of 
the Committee appointed to inspect recognised 
medical schools held on the |Ith January 1936. 


The Registrar reported that as desired by the 
Committee correspondence is being carried on with 
recognised institutions for elucidation of points in 
the Returns submitted by them for the year 1935. 


Ordered.—To be recorded. 


XII. The Registrar cought direction of the 
Council approving the restoration of 20 names 
effected by him under section 16 (2) of the Bengal 
Medical Act, 1914, since the date of the last 


meeting. 


The Registrar reported that in view df the 
opinion expressed by Government in letter No. 
1884-Medl., dated the 9th April 1936, that there was 
no provision for delegation of the Council's function 
under section 16 (2) of the Bengal Medical Act, 
fifteen applications for restoration of erased names 
of medical practitioners were lying undisposed of 
and solicited the direction of he Council for their 
restoration. 


He further laid before the Council the corres- 
pondence carried on with the General Medical 
Council on the subject of similar delegation as well 
as a subsequent communication (letter No. 785/25C, 
dated the 20th June, 1936) made to Government 
requesting sanction to delegation on the precedent 
of the long standing British practice under provision 
of the Medical Act of 1857 analogous to that of the 
Bengal Medical Act, 1914. ; 


| 

d | 

it 

n 4 

h 

= 

d 

1e 

1e 

1e 

ne 

ill 

ip 

on 

mo 

ire 

a 

ng = 

cal 

nd 

n. 

the 

| 

a 

or 

ks, 

sin. 


46 MEDICAL ASSOCIATIONS, SOCIETIES, ETC. 


Dr. Santiram Chatterjee suggested that before 
names of registered practitioners were erased a list 
of the defaulters should be published in the Medical 
Journals and requested the President to direct the 
office to adopt this procedure. 


The suggestion was accepted. 


It was decided that the Registrar be directed 
to restore the erased names of the practitioners who 
had applied for such restoration since the date of 
the previous meeting including names of those whose 
applications were now pending in office. 


It was further decided that Government decision 
regarding delegation of the power of restoration be 
awaited. 


XIII. The Council considered the President's 
note, dated the 7th February 1936, on the question 
of payment of fees to the members for attendance 
of Committee meetings as sanct:oned in Government 


order No. !|523-Medl., dated the 3rd April 1936. 


In view of the tightness of funds of the Council 
the members agreed at the request of the President 
that the payment of fees for attending meetings of 
Committees be given effect from Ist April 1937. 


XIV. Read—Letter, dated the 3rd June 1936, 
from the Managing Editor, Medical Digest, Bombay, 
requesting that copies of the proceedings of this 
Council may be sent to the Journal regularly. 


Resolued.—That abstracts of the proceedings 
may be supplied to the Journal. 


XV. Read—Letter, dated the 19th June 1936, 
from the Managing Editor, the Medical Practitioner, 
Madras, requesting that extracts from the proceed- 
ings of this Council may be regularly supplied to 
the Journal. 


Resolved.—That abstracts of the proceedings 
may be supplied to the Journal. 


XVI. Considered the following opinion of the 
Penal and Ethical Cases Committee on a reference 
made by the Surgeon-General regarding the propriety 
or otherwise of registered practitioners sending cases 
to unregistered practitioners for radiological exami- 
nation and opinion or treatment :— 


‘That ‘it is most undesirable that cases should 
be sent to persons who are not registered for the 
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purpose of radiological examination and opinion 
or treatment.”” 


the 


The recommendation was accepted in 
following amended from:— 


**That it is most undersirable that cases should be 
sent for the purpose of radiological examination and 
opinion or treatment to persons who are not 
registered.”” 

SupjEcTs CONSIDERED 


(1) The case of Col. P. Banerjee, 1.M.S., publish- 
ing articles on the cancer scourge in the lay press 


[see item XVIII (1)]. 


(2) Complaint against Dr. Bansibadan Saha for 
issuing an alleged false medical certificate. 


Resolved.—That the report be adopted. 


XVIII. Considered.—The Report of the Penal 
and Ethical Cases Committee, dated the 24th June, 
1936: — 

SuBJECTS CONSIDERED, 


(1) Remarks by Col. P. Banerjee in connection 
with publication of his articles on ‘Cancer Scourge’ 
in the lay press. 


(2) Complaint against Dr. Atulchandra Chatterjee 
convicted under section 46 (a) and (f) of the Bengal 
Excise Act of illicit distillation. 


(3) Complaint aganst Dr. Prasanna 
Biswas of issue of two irregular certificates. 


Resolved.—That the report be adopted. 


kumar 


XIX. The Council proceeded to appoint a 
member of the Penal & Ethical Cases Committee 
vice Rai Sahib Dr. P. C. Ray, L.M.P., now out of 
office as he was not returned at the last election 
(see item III) 


Dr. B. C. Ray suggested that Rai Sahib Dr. 
Satischandra Gupta be appointed a member of the 
Committee vice Rai Sahib Dr. P. C. Ray for the 


remainder of the present year. 
The suggestion was approved. 
XX. The Registrar reported that the term of 


extension granted to him in August, 1935 would 
expire on the 3lst March, 1937 and submitted for 
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consideration the question of arrangements to be 
made for the execution of his duties in future. 


The President intimated the decision taken on 
this subject by the Governing Body of the Faculty 
at their meeting of the previous day and it was 
decided that an advertisement inviting candidates 
for the post, which would fall vaccant from Ist April 
1937, as approved by Dr. B. C. Ray, Col. Boyd, 
1.M.S., and the President, be published in the press 
and that the Committee consisting of these three 
members be requested to place their recommenda- 
tion before the meeting of January, 1937. 


XXI. The Registrar reported that on the con- 
stitution of the Bengal Nursing Council under the 
Bengal Nurses Act, 1934, the President had been 
pleased to sanction a small allowance for some of 
the assistants of the Counci! for doing extra work 
of the Nursing Council and requested sanction of 
the Council to the enjoyment of this concession by 
their staff. 


Resolved.—That the 


receive the allowance. 


staff be permitted to 


XXII. The Registrar reported that in anticipa- 
tion of the orders of the Governing Body and with 
the approval of the Managing Committee of the 
Provident Fund of the office, an advance of Rs. 
216/- was granted to Babu Satkari Mukherjee, 2nd 
Assistant. 

Resolved.—That the action taken by the 
Managing Committee be approved and confirmed. 


XXIII. Considered.—The statement of actual 
income and expenses of the Council during the year 


ending with the 3lst March 1936. 
Ordered.—To be recorded. 
XXIV. Considered.—The report on the audit 


of the accounts of the Council for the year ending 


with the 3lst March, 1936. 
Ordered.—To be recorded. 


XXV. Miscellaneous. 


The Registrar reported that in anticipation of 
the orders of the Council and with the approval of 
the Managing Committee of the Provident Fund of 
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the office an advance of Rs. 360/- was granted to 
Babu Bhupendranath Ghosh, Cashier. 


Resolved.—That the action taken by the Manag- 
ing Committee be approved. 


(Attested) 

D. P. Go, R. M. Das, 

President. Registrar. 
8-8-36 7th August, 1936 


BOMBAY OBSTETRIC AND 
GYNAECOLOGICAL SOCIETY 


The Bombay Obstetric and Gynaecological 
Society will conduct at Bombay a Refresher Course 
in Obstetrics and Gynaecology from 4th November, 
1936 to 10th November, 1936, both dates inclusive, 
for the benefit of the registered medical practitioners 
of the Bombay Presidency. Dewali Railway Con- 
cessions will be available at that time. The Course 
is free except for a small Registration fee of Rs. 2/-. 
Practitioners intending to attend the course should 
register their names with the undersigned by remit- 
ting the registration fee by 15th October, 1936. The 
members of the Bombay Obstetric and Gynaecologi- 
cal Society are exempt from the registration fee, 
but they are required to register their names. The 
course will consist of lectures, clinical lectures at 
bed side, demonstrations in operation, physico- 
chemical therapy, diagnostic methods and tests in 
Obstetric and Gynaecology and in antenatal care, 
infant welfare etc. Detailed programme will be 
sent to the practitioners who register their names for 
the course. 


BRITISH MEDICAL ASSOCIATION 


ANNUAL REPRESENTATIVE MEETING, 1936. 


The Annual Representative Meeting opened in 
the Town Hall, Oxford, on Friday, July 17th, Mr. H. 
S. Souttar, C.B.£., F.R.c.S., Chairman of the Repre- 
sentative Body, presided. Others on the platform 
were Sir Farquhar Buzzard, BT. (President-Elect), Dr. 
E. Kaye Le Fleming (Chairman of Council), Mr. N. 
Bishop Harman (Jreasurer), and the principal per- 
manent officials of the Association. 


The Chairman of Council moved that the 
Annual and Supplementary Reports of Council be 
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received. He said that much had happened since 
the last Annual Representative Meeting, and his 
first and pleasing duty was to convey to the repre- 
sentatives greetings from many of the Branches over- 
seas which some of them had visited since the meet- 
ing in London, 1935. He was glad to know that 
there were present at Oxford not a few of those 
who welcomed the visitors during the World 
Tour. 


The World Tour, while it left many pleasant 
memories, brought certain grave responsibilities and 
opened their eyes to many difficulties over-seas. 
Circumstances of extra-ordinary difficulty were found 
in the way of organization of the profession in India. 
The Chairman and he gave a pledge that the Asso- 
ciation would use its best efforts to secure a more 
satisfactory organization in that great country. The 
Council had decided that the best, and indeed the 
only way in which the difficulty could be met was 
by sending the Medical Secretary to India to study 
the problem from its different angles with a quiet 
independent mind. He for one was under no illu- 
sion as to the heavy responsibility which had been 
placed on Dr, Anderson as a result of this decision. 
The Medical Secretary would go on his journey with 
the best wishes of the Association for fruitful results. 
The step had been taken by the Council only after 
_ mature consideration. Those who visited India last 
year fully appreciated the difficulties. By means of 
a carefully constituted committee the different sides 
of the position out there had been studied in 
advance. He hoped that the Medical Secretary's 
visit would have possibly an even wider influence 
than comprised in the medical aspects of the pro- 
blem. (Supplement to the B.M.J., July 25, 1936, 
p. 42). 


SPEECHES BY OVERSEA REPRESENTATIVES 
Colonel E. W. O’G. Kirwan (Calcutta Branch) 


said that most of the European doctors and a large 
number of the native doctors in responsible positions 
in Calcutta were members of the Association. There 
was also in Calcutta a branch of the Indian Medical 
Association, which was an entirely different organi- 
sation, with its own journal. There was probably 
room for both Associations, but it might be an 
advantage to have them united, and that was one 
of the reasons why the members were looking for- 
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ward to Dr. Anderson's visit. (Supplement to the 
B.M.]: August Ist, 1936: pp. 81), 


DELHI MUNICIPALITY 
9-Vital Statistics for June, 1936. 


The Vital Statistical statements (as directed by 
the Committee vide its resolution No. 18 of the 
Sanitation Sub-Committee dated 18-8-34 and confirm- 
at an Ordinary Meeting held on 30-8-34 for the 
month of May are laid on the table. 


Births.—The total number of births during the 
month under review. was 1165 as compared with 
1044 in the corresponding month of the preceding 
year. The birth rate was 10:23 against 36°05. 


Deaths.—The total number of deaths during 
the month under review was 855 as compared with 
1214 in the corresponding month of the preceding 
year. The death rate was 29°52 against 41:95. 


Infantile Mortially—The total number of 
deaths among infants under one year during the 
month under review was 287 as compared with 345 
in the corresponding month of the preceding year. 
The infantile mortality rate was 24635 against 
365°85. 


Deaths from Various Diseases.—A statement of 
statement of deaths from certain inportant diseases 
is given below: — 


DISEASES. 1935 1936 
Malarial fever 33 33 
Measles 86 8 
Small-pox 76 16 
Typhoid fever 96 71 
Diarrhoea 28 28 
Dysentery a 23 13 
Infantile diarrhoea ... 160 117 
Asthma -— 30 33 
Broncho-pneumonia . . 203 115 
Pneumonia 53 36 
Phthisis 85 65 
Infantile debility 58 54 
Sunstroke 84 27 
Resolved that the monthly statement be 

recorded. 
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“BULK” & ROUGHAGE THEORIES 


In the treatment of constipation diet, though 
not negligible, is not first in the list of remedial 
factors. Its effectiveness has been unduly exaggera- 
ted. Diet has generally been planned in con- 
stipation with a view to supplying the supposed 
essential ‘‘bulk’’ and roughage. But the ‘*bulk’’ and 
roughage theories have recently undergone great 
revision. 


In the average diet of our countrymen sufficient 
unutilised portion is left behind for excretion. The 
bulk therefore is already there and roughage being 
sometimes responsible for unnecessary discomforts, 
if not actual harm, should not receive undue 
attention. In ordinary constipation, not the supplying 
of bulk or roughage but its elimination from the 
intestinal tract is the main problem. 


In order of their relative importance, softening 
of the intestinal contents, stimulation of peristalsis 
and lubrication of the intestinal canal are the three 
effective measures in the treatment of constipation. 
To achieve all these, a harmless medicinal agent 
like ‘“‘Bi-Agaroil’’ of Bengal Immunity must be 
called in. Composed of a pure heavy mineral 
oil, its high specific gravity and unabsorbability are 
uniquely suited to the task. Emulsified to micro- 
scopic fineness it mixes readily and thoroughly with 
the intestinal contents, softens them to the desired 
consistency and by its lubricating action provides 
for their easy and effective elimination. By 
emulsification ‘“‘Bi-Agaroil’’ has also gained in 
palatability and overcome the disadvantages of 
plain mineral oil as regards anal leakage and 
overburdening. 
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The Bombay Medical 


Objects of the Journal 


The progress of medical science and research, 
and the promotion of unity and solidarity and 
honour and interests of the medical profession o 
India, and intellectual co-operation throughout 


India. 


| Literary Contributions 


Literary Contributions are invited from medical 
men all over India and from abroad, and parti- 
cularly from the superintendents of hospitals and 
from Directors of Research Institutes and Labora- 
tories, etc., as there is NO TERRITORIAL BAR and 
the columns of the Journal are OPEN TO ALL duly 
qualified medical men. 


Main Features of the Journal 

Original Articles, Research Reports, Special and 
General Articles, Case Reports, Medical Notes and 
News, Debates in the Indian Legislative Assembly, 
and Provincial Legislative Councils and Municipal 
Corporations on medical subjects, and Proceedings 
of Provincial Medical Councils, Book Reviews, 
Current Medical Literature, Official and Non- 
Official News and Notes of medical interest, and 
Correspondence from Home and Abroad and a 
supplement. 

A First Class Medium for Advertisers 
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Subscriptions, Advertisements, Remittances, Ex- 
change Papers, Books for Review, and Samples of 
Drugs, Chemicals and Instruments, orders for 
copies of the Journal, Reprints, etc., should be 
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The physician’s worst 


enemy ... FEAR 


got nies do not need to be told that 
often the worst enemy they have to contend 

against, particularly in the treatment of 
convalescents, is the patient’s own fear. It is 
primarily to combat this fear in convalescent 
patients that physicians so commonly prescribe 
an alcoholic restorative. 


As has been pointed out by a considerable 
authority, such restoratives perform a double 
function: (a) as a means of controlling the 
patient’s anxiety, and (b) as a food of consider- 
able thermal-energy value. 


This double benefit is specially characteristic 
of Hall’s Wine. The very fact that it is a 
medicated wine means that it commands great- 
er confidence with the patient. And its thermal- 4 
energy value is naturally much higher than 
that of non-medicated wines or spirits. 


A third advantage of Hall’s Wine is the 
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CORRESPONDENCE 


[The Editor is not responsible for 
views expressed in these columns. | 


DISABILITIES OF MEDICAL PRACTICE 
AND SOME SUGGESTED REMEDIES 


To THe Epitor, 
Journal of the Indian Medical Association. 
Sir, 

Our Medical Association is now about 12 years old and 
and it is somewhat astonishing that the Association completely 
neglected to look into the vital needs of the profession, up 
till now. 


Much has been said and discussed about the technical 
and scientific sides and I think the members, on the average, 
do not require for their ordinary daily practice any further 
elucidation of the principles. of medicine, though there is no 
objection to further our knowledge, yet I think we should 
not neglect our professional interests concernnig the vital 
question of our financial well-being, nay even our very 
existence. 


The medical association, like many other similar organi- 
sations, is a sort of trade-union of medical men, existing main- 
ly for the purpose of protecting the profession from inroads 
made by external agencies and from injuries done to it by 
members themselves. ‘The profession, therefore, has to face 
two -adversaries, one internal and the other external. These 
long 12 years we have spent in discussing the intricate ques- 
tions of medicine but have not cared for the needs of medical 
practitioners, though with the exception of a few fortunates 
whose number can be counted on one’s fingers, the majority 
of us are feeling the severe pinch of want. I know that the 
problem of safeguarding of professional interests will raise 
many a theory and unpleasant questions but we shall have to 
tackle this problem boldly if we want to live at all. 


It is now, I think, an accepted fact that the Independent 
Medical. Profession in India is at present starving. A man 
has to spend much time, energy and money in getting the 
medical qualification but when he comes out in the field, it 
is all darkness around him. Years roll by, youth fast fades 
into middle-age, yet the majority does not get any foothold. 
Why, why is it so? What is the cause? 


They say, the poverty of the people is responsible for this 
state of affairs. No, I do not admit this. The figures in the 
Statistics show that for every 20,000 men in India there is 
only one medical man. This ‘proportionately small number 


of medical men in India can be very well maintained by the 
people as amongst them there is a sufficient number of people, 
rich enough to pay for their medical services. 


The plea of inefficiency also will not hold water. An 
average Indian medical man is quite as good as an average 
European medical man. Then why, why do we starve here? 


The reason is not far to seek. In my opinion the medical 
men themselves are chiefly responsible for this state of affairs, 
though the unsympathetic government cannot be exonerated. 


In England, almost all the large cities have each an uni- 
versity with a medical college or school and every year a 
large number of medical men come out of them. It is true 
a certain number of them go outside the country in colonial 
and other services but those that are left behind are also 
considerable in number. So much so that if my information 
is correct for every 1,000 men, there is a medical practitioner. 
Notwithstanding such a proportionately large number, almost 
all of them do earn something from the very beginning. 


How do they manage their affairs then? 


The Medical Profession in England and 1 think in’ all 
other independent countries, is very well-organised, on the 
basis of trade-unions. These trade-unions effectively put a 
check on all the adverse external factors. They see to this 
that no unauthorised person is enabled to carry on this trade, 
by compelling the government to pass some _legistative 
measures. They also control the internal factors by framing 
and enforcing certain codes, commonly known as medical 
ethics, violation of which generally met with some kind of 
medical excommunication. 


In England the General Council of Medical Registration 
formed by an Act of Parliament controls the external factors 
and the British Medical Association formed by the members of 
the Medical Profession attend to the internal factors. The 
practical absence of both these bodies in India is responsible 
for our miserable condition. Of course there is not a complete 
absence—the bodies are in existence but they are impotent 
They do not actually serve the people or the profession. The 
Indian Medical Council, set up by an Act of the 
Legislative Assembly does not care for the independent 
medical profession consisting of the largest number of practi- 
tioners and the Indian Medical Association run by some of 
the most successful men of the profession does not as yet 
appear to trouble its head. for the. fate of the general mass 
and is consequently of not much use. . 
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It is true this body once a year meets is a big city, and 
pass certain pious resolutions and disperse to meet again next 
year. But however this body up till now has failed to take 
any tangible step to ameliorate the condition of medical men. 
Still I think it is through this body and through this body 
alone that we shall have to better our condition. The 
medical part of the Government being under the control 
of an alien and higher service people we cannot expect much 
from this body. 


Regarding the external factors I shall mention two of 
them which have adverse effects on our profession. These are 
factors which can only be rectified by the Government, 
though the Indian Medical Association should take the 
initiative of pointing out the inequities and agitating for 
their redress. 


A. One of them is the practice of medicine by unauthor- 
ised persons. By these unauthorised persons I mean those 
who have not received any full and systematic training in any 
system of medicine. (The properly trained Vaid and Hakim 
and Homeopath—I give them equal place with a qualified 
Allopath.) These unauthorised persons come under two 
categories. 


(i) There is one class of people, who practise medicine as 
an auxiliary line of earning. Homeopathy is their favourite 
choice, though I have seen a gentleman practising as a Hakim 
to augment his income. At the beginning they treat their 
patients free without charging even for medicine. But in 
course of time after having obtained some footing they turn 
regular professionals though they continue in their primary 
employment which is generally, in Delhi, at least, the Govern- 
ment service. The most deplorable thing about the affair is 
that the Government fully knows all about this and in all the 
cases give tacit and perhaps open permission to carry on the 
trade. 


(ii) The other class is formed of those people who have 
taken to the practice of medicine without taking any training 
at all. At the most they may have spent few months in some 
medical institution and then left them. My complaint against 
these people is that they are untrained or semi-trained, yet 
they are allowed to carry on their practice with impunity 
perhaps to the great detriment of the public. But after all 
they are better people than the first-named class. Medicine 
is their primary source of income and not a side line as in 
the No. I class. 


B. The other external factor is the existence of the Govern- 
ment of India Rule in the Civil Procedure Code that in a 
Government Office, the office master, if he desires, may 
require the certificate granted to an employee of the office 
by a registered medical practitioner, to be countersigned’ by 
the civil surgeon of the district. The result of the existence 
of this rule is that many a Government servant, though willing 
to come to a private medical practitioner wants to avoid the 
botheration and expense of countersignature in’ case they are 
compelled to take a certificate on account of illness. They 
therefore do not come to the private medical practitioner. 
There is another and more baneful result of this rule. These 
code rules ate generally adopted also by all the local bodies 


JOURNAL 
I. M. A. 


such as the Railways in imitation of Government regulations. 
(Municipalities, District Boards etc. with slight modifica- 
tions). They do however modify this particular rule in such 
a way that they do not at all accept the certificate granted by 
other than by their own appointed doctors. Those poor 
sufferers who have the misfortune of being under the treat- 
ment of a private medical practitioner, have to call in their 
own office doctors in case they are to absent themselves from 
the office. Everyone wants to avoid this double expense, if 
not the trouble, consequently they do not come to a private 
practitioner. 


But I do not understand the attitude of the Government 
in this respect. The doctors, who are authorised to grant 
certificates to their patients, do obtain their degrees or 
diplomas as the case may be, from universities or State 
Medical Faculties recognised by the Government. Over and 
above these recognised qualifications, they get themselves 
registered with one or the other registering bodies—the medical 
councils, set up by the Government. With all these the 


Government refuses to accept their certificates as final. The 
reason is beyond anybody’s understanding. 


I shall now refer to the internal factors. These internal 
factors are mainly concerned with the breach of certain 
rules, commonly known as Medical Ethics. There is no legal 
sanction behind them. Only the moral sanction is expected to 
be honoured by the members. The profession in England reli- 
giously follow these rules but out in India here we do not 
care a fig for them. We do not consider that these are 
meant ultimately for our own gain and the result is the 
miserable and chaotic condition of the profession. 


This is however not a very difficult problem to solve. 
As in social matters, breach of an etiquette is visited by 
excommunication from the society, so in case of a breach of 
medica] etiquettes, the profession should and must enforce 
excommunication of some sort. The delinquent should be 
driven out of the association and he should receive no 
medical help from his brother medical men either in course 
of his profession or in his private life. These two privileges 
should be withdrawn at the same time from all those medical 
men who are not members of the Association. 


Our first attempt therefore will be to bring all the 
qualified medical men in the fold of our Association. The 
members then will deny the aforesaid privileges to those 
medical men who refuse to come in. The rules of medical 
ethics, should be clearly defined and codified. Breach of 
these will then be followed by excommunication and denial 
of the two privileges to the delinquent by all other members. 
This measure smacks of a little force but I think this little 
force is now necessary. The medical profession in India is 
now heading to an abyss from which there will be no return 
if this state of affairs is allowed to continue. 


I shall now describe some of the medical Etiquettes that 
are disregarded and also offer my suggestion ‘about the 
correct procedure to be adopted in respect of these. 


Independent Medical Practitioners vs. the Medical Men 
in Services—The medical men in service do not generally 
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desire to become members of an association, whose member- 
ship is open to non-service men. But in some places they do. 


It is a cardinal principle of all associations that the 
constituent members should help each other in all possible 
ways. We see the contrary happening, for instance, when 
a certificate granted by a private medical practitioner comes, 
according to Civil Proceduce Code rules, to a medical officer 
in service for counter-signature. In many cases, which can 
be easily furnished and quoted, the certificate is not counter- 
signed unless a payment is made. Of course a medical officer 
is within his rights to act according to his own reading of 
the case. But when the counter-signature is made in con- 
sideration of a certain sum, question of one’s judgment does 
not enter at all. 


2. Attending physician vs. the Consultant.—The consult- 
ant under no circumstances should take away a case brought 
to him by an attending physician from the latter’s hands. 
Unfortunately this is the case in many instances. Consultants 
frequently visit such patients in the absence and without the 
knowledge of the attending doctors. 


3. Attending Physician vs. Specialist.—The thing 
happens here also. Well, when the patient requires a special 
treatment, the specialist is justified in taking up case but of 
course with the permission of the attendant doctor. But when 
the treatment advised by the specialist, can be carried out 
by the attending doctor, then there is absolutely no justifica- 
tion for the specialist, if he takes up the case himself. 


4. Medical fees.—There should be a uniform minimum 
fee for all members of the Association. The association is 
not concerned with maximum, that will depend on the indi- 
vidual but the minimum must be fixed. The customary fee 
for a graduate is Rs. 4/- and for a licentiate Rs. 2/- Now-a- 
days we do not accept this position. The minimum fee for 
all should be Rs. 2/-. The graduate or licentiate, if he likes, 
can increase his fee to any amount. But he should not charge 
less than Rs. 2/- on any account. 


A newcomer generally advances the reason in support of 
his charging a smaller fee than the usual one that he being 
new in the field, he cannot compete with those who are 
already there. It is true, but he will have to take his 
chance in life. But if he is allowed to charge a lower fee, 
then there is no knowing where this lowering will end. 


5. Free visits—This is a very complicated problem. A 
medical man has in many cases some relatives and friends 
in his place of activity. Most of these people were being 
treated, before his advent, by other doctors, whom in all 
probability they used to pay. But with his coming, these 
relations are taking his free services. It is quite possible 
that some of these relatives and friends are quite able and 
even willing to pay for their medical services but somehow 
or other the medical man feels shy to charge these relatives. 
In this way a very appreciable number of people in all 
places get free medical aid. This is a great loss to the 
profession in general. What is the solution? I think the 
medical association is quite, in a position to help the 
medical man in this difficulty. The medical association should 
lay down a definite rule that no medical man will be allowed 
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to visit a patient free who is not a near relation of the 
medical man—-if a complaint is brought to the local medical 
association the medical man has to prove the near relationship. 
This rule should be constantly placed before the public by 
the medical association, through the local press, monthly 
journals, public lectures etc. The medical man on_ the 
strength of this rule, can easily accept the fee from the 
relatives and friends and sometimes may demand the fee 
on the strength of this rule. Poor relatives and friends, 
however, distant the relationship may be, should be placed 
in the same category as poor men, who may be treated in 
any way the medical man desires—he may or may not treat 
him freely, that depends on his disposition. 


6. Friendly.—When paying a friendly visit to a sick friend 
or relative who is under the treatment of another doctor, 
the correct procedure for a medical man will be to maintain 
a Strictly friendly attitude, He should then totally forget 
that he is a doctor. He must not examine the case even if 
requested by the relatives. If he wants, he should see the 
attending doctor and discuss the case with him. Breach of 
this rule has led to many disasters. 


7. Dichotomy.— This is splitting of fees between an 
attending doctor and a _ consultant or a_ specialist. The 
medical association must discourage this produare. 


8. Publishing of Signed Articles in lay papers.—Objec- 
tions have been raised to publishing of any signed articles 
in lay papers by a medical man. This objection is valid so 
far as signed articles on medical subjects are involved. But 
we should not forget that a doctor is after all a human being, 
he may have interest in other affairs of life as well, such as 
sports, education, social affairs etc. There is no harm if he 
writes articles on subjects other than medicine and publish 
them in lay papers under his own signature. 


Of late, a new form of articles are appearing in the lay 
papers under the signature of qualified medical men. These 
articles are nothing but advertisement of particular medicines. 
These I consider a very bad practice and the association 
must take steps to stop this. It lowers the prestige of the 
profession. 


Question will naturally then arise—are the medical men 
entitled to grant certificates as to the efficiency of a particular 
medicine, which certificates will, later on be utilised by the 
unscrupulous producers as advertisement in the lay papers? 
I think this is an equally bad practice and should be stopped. 


9. I shall now conclude my subject by referring to one 
very important item which is the cause of so much trouble 
and heartburn amongst medicos. I mean the cases of a 
patient being under the treatment of one doctor, suddenly 
going over to a second doctor without informing the first 
gentleman. I have seen a patient calling in four doctors, 
myself being one, one after another in the course of a day 
(12 hours). This is a practice which is very detrimental to 
the patient and as such must be stopped. Bat how? That 
is the question. 


There is a suggestion that the second doctor should insist 
on the production by the patient’s party of a written state- 
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ment from the first doctor to the effect that he has no 
objection to surrendering the case and he must not take up 
the case unless this is produced. This is not practicable. 
In giving up the treatment of one doctor the patient’s party 
unconsciously throw some reflection on his capacity and as 
such they will find themselves in an awkward position if 
they have to go to him and. ask for a surrender-letter. By 
our insistence for production of this surrender-letter we will 
infringe the patient's intrinsic right to change his doctor. We 
cannot do this and so the suggestion fails. The patient has 
a. right to change his doctor and the second doctor has no 
moral obligation to the other in taking up the case if his 
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services are wanted by the patient. But the patient must 
not be allowed to unduly exercise this right and the doctor 
also should not readily succumb to the temptation nor should 
he be very strict in refusing the case. 


However, I do admit my failure in making out a solu- 
tion to this question and I kept it open for my medical friends 
to come to my rescue and solve it. 


Yours etc., 
P. N. SEN, B.Sc., M.B. 


New Delhi, 
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CORRIGENDA 


September, 1936 Issue, Index to Vol, V. page [I], line 5, instead of September, 
1935—August, 1936 read October, 1935—September, 1936. 


September, 1936 Issue, Vol. V.. No. 12, page 727, bottom line instead of Fig. 3— 


A typical curve from ‘No acidity’ group 


subacidity curve and vice versa. 


etc. read Fig. 4—A typical 
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